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years... 


From birth to at least the age of 14 years, 
investigators now agree children arc 
susceptible to rickets, with scarcely 
diminished frequency.’ 


The critical periods of active skeletal 
growth are found in infancy and childhood, 
lasting through at least the years 
just preceding puberty.’ 


Throughout these formative years patient cooperation 
assuring an adequate vitamin D intake is readily 


obtained by the use of 


RUZ 


WINTHROP-STEARNS 


ODORLESS... .TASTELESS .. . ECONOMICAL 
Average dose for infants 2 drops, 
DRISDOL, trademark reg. U. S. & Canada for children 4 to 6 drops, in milk. 
CARTOSE, trademark reg. U. S. & Canada 
SPECIFICALLY DESIGNED FOR INFANT FEEDING 
LESS FERMENTATION 


e SH s LESS DIGESTIVE DISTURBANCES 
Pa 
— CARTOSE® 
New York 13, N. Y. WINDSOR, ONT. MIXED CARBOHYDRATES. 
IN EASY-TO-USE LIQUID FORM 
1. Follis, R. H., Jackson, D., Eliot, M. M., and Park, E. A.: Am: Jour. Compatible with all milk formulas 


Dis. Child., 66:1, July, 1943. Bottles of 16 fl. oz. Write for Formula Blanks 
2. Stearns, G.: Jour. Lancet, 63:344, Nov., 1943. 
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REGIONAL MEETINGS Middle Atlantic Hospital Conference—May 
Association of Western Hospitals—May 9- 18-20; Afflentic City (Convention Hall). 
12; San Francisco (Civic Auditorium). New England Hospital Assembly—March 28- 


Carolinas-Virginias Hospital Conference— 30; Boston (Statler Hotel). 


April 21-22; Asheville, N.C. (George Vai- 
derbilt Hotel). 


Mid-West Hospital Association—April 26-28; 
Kansas City (Municipal Auditorium and 
Hotel President). 


Southeastern Hospitals Conference—April 
27-29; Biloxi, Miss. (Buena Vista Hotel). 


Tri-State Hospital Assembly—May 2-4; Chi- 
cago (Palmer House). 


ospital Association and< Med Meetings 


American Hospital Association 5!st Annual Convention—September 26-29, 1949; Cleveland. 
Mid-Year Conference of Presidents and Secretaries—February 4-5, 1949; Chicago (Drake Hotell. 





Oxygen for the Premature 
aA PURITAN’S 
















Crowded conditions in the premature 
nursery can be relieved and efficiency 
improved by piping Oxygen in 
from cylinders stored outside the 
nursery. Such conversion is usually 
ee ; ! easy and economical to make, with 
: a minimum of equipment and 
investment... when using the 
PURITAN Wall Outlet Flowmeter, speci- 
fically designed for wall outlet systems. 






TUBE-TYPE 
FLOWMETER 









PRECISION 
NEEDLE VALVE 

























QUICK CONNECTOR STEM 
THREADED WALL VALVE CONNECTIONS 
ALSO AVAILABLE) 









Your nearest PURITAN representative will gladly discuss your 
conversion problem; or, send us a floor plan sketch of your nursery and 
adjacent rooms and a resumé of your requirements. PURITAN supplies 
information on converting your present facilities, with no obligation. 


Woite fox hitter fas fhorgey Erajaend lallleg 
PURITAN COMPRESSED GAS CORPORATION 


BALTIMORE ATLANTA BOSTON CHICAGO CINCINNATI DALLAS 
DETROIT NEW YORK ST. LOUIS ST. PAUL KANSAS CITY 
‘Puritan Maid” Anesthetic, Resuscitating and Therapeutic Gases 
and Gas Therapy Equipment 


PURITAN DEALERS IN MOST PRINCIPAL CITIES 

















Upper Midwest Hospital Conference—May 


26-28; Minneapolis (Nicollet Hotel). 


STATE MEETINGS 


Arkansas—May 16-17; Little Rock (Marion 
Hotel). 


Arizona—February I1-i2; Phoenix (Adams 


Hotel). 


lowa—April 22; Des Moines (Fort Des Moines 


Hotel). 


Kansas—November 3-4; Topeka (City Audi- 


torium). 

Kentucky—March 30-April 1; Louisville 
(Kentucky Hotel). 

Louisiana—April 15-16; Alexandria (Hotel 
Bentley). 

Massachusetts—Maich 28; Boston (Statler 
Hotel). : 

Montana—October; Great Falls (Rainbow 
Hotel). 

Ohio—March 23-26; Columbus (Neil House). 

Ontario—October 3!-November 2; Toronto 
(Royal York Hotel). 

Tennessee—March 17-19; Nashville (Andrew 
Jackson Hotel). 

Texas—April 19-21; Galveston (Buccaneer 
Hotel). 

Wisconsin—February 17; Milwaukee (Schroe- 
der Hotel). 


OTHER MEETINGS 


American Association of Nurse Anesthetists 
—September 26-29; Cleveland. 

Annual Conference of Blue Cross-Blue Shield 
Plans—April 17-21; Hollywood, Fla. (Holly- 
wood Beach Hotel). 

American College of Hospital Administrators 
—September 24-25; Cleveland. 

American Medical Association Annual Ses- 
sion—June 6-10; Atlantic City. 

American Protestant Hospital Association— 
September 23-24; Cleveland. 

National Association of Methodist Hospitals 
and Homes — February 16-17; Chicago 
(Congress Hotel). 


INSTITUTES 


(For additional information address Associa- 
tion headquarters, 18 E. Division Street, 
Chicago 10.) 

Institute for Nurse Anesthetists—February 
7-11: New York City (Hotel Commodore). 

Institute on Basic Accounting and Business 
Office Procedure — February 21-25; At- 
lanta (Piedmont Hotel). 

Institute on Hospital Dietetics—March 14-18: 
Biloxi, Miss. (Buena Vista Hotel). 

Institute for Medical Record Librarians— 
April 4-8; Buck Hill Falls, Pa. (Buck Hill 
Falls Inn). 

Institute for Hospital Engineers—April | 1-15; 
Buck Hill Falls, Pa. (Buck Hill Falls Inn). 
Institute on Hospital Purchasing—Apri! !8- 
22; Washington, D. C. (Wardman Park 

Hotel). 
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BACITRACIN 


IN THE TREATMENT OF 


SIE SS 


PYOGENIC LESIONS 





Epidermophytosis with marked secondary infection. Note dra- 
matic response after 8 days of therapy with Bacitracin Ointment. 


Applied topically by local infiltration or in the form of an ointment, bacitracin 
produces outstanding results in the treatment of many pyogenic lesions. Its 
action is rarely if ever complicated by the development of allergy or sensitiza- 
tion, a distinct advantage over penicillin. Furthermore, bacitracin is destruc- 
tive for many organisms which are penicillin-fast. Bacitracin has been found 
effective in abscesses, infected wounds, carbuncles, infected ulcers, osteo- 
myelitis, impetigo, infected eczema, secondarily infected skin lesions, and in 
many other local infections due to bacitracin-sensitive organisms. 
Bacitracin, for the preparation of solutions, is supplied in 20 cc. rubber- 
stoppered vials containing 2,000 and 10,000 units, and in 50 cc. rubber- 
stoppered vials of 50,000 units. Bacitracin Ointment (500 U./Gm.) is avail- 


able in 4% ounce tubes. Literature to physicians on request. 


A DIVISION OF COMMERCIAL SOLVENTS. CORPORATION + 17 EAST 42ND STREET, NEW YORK 17, NEW YORK 
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Orange, N. J 
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MODERNIZED the Laundry Department at 
4,240-bed Stockton State Hospital, Stockton, Calif. 


PROBLEM: Out-of-date equipment in old laun- 
dry failed to provide sufficient clean linens. The 
work turned out did not meet hospital’s strict 
standards. Laundering costs were much too high. 





SOLUTION: The administrator requested our 
Laundry Advisor to make a thorough survey and 
submit recommendations. Based on his findings 
and recommendations, which included a_ sug- 
gested laundry layout, hospital installed latest 
cost-reducing, labor-saving machines. 





RESULTS: Now, efficient, mass-production equip- 
ment launders linens on extremely short schedule. 
Every department is always generously provided 
with fresh, sterile-clean linens. Staff and patients 
are pleased with the fine laundering. ‘The mod- 
ernized laundry has reduced costs to minimum. 
Hospitals, /arge or small, are invited to use the 
services of our Laundry Advisor. There is no 
obligation. Write Topay. 


Remember “ Every Department of the 
Hospital Depends on the Laundry. 


@ In modernized laundry, CASCADE Automatic Unloading Washers with Companion 
Controls wash and unload work automatically. High-speed NOTRUX Extractors are 
mechanically loaded and unloaded. Continuous Conditioning Tumbler, prepares flat 
pieces for fast, beautiful ironing on two STREAMLINE Ironers. Your hospital will benefit by selecting from 


our complete line of the most advanced and 
productive hospital laundry equipment. 
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@ TRUMATIC Folders, at delivery end of ironers, automatically fold sheets and other large pieces twice lengthwise. 
in place of the former 3, completes folding and stacking. 


T1E AMERICAN LAUNDRY MACHINERY COMPANY 
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N NEw YEAR’s Day I thought 

I would offer a preachment 
involving retrospect, new planning 
and futility of resolutions. It all 
loomed up pretty large as I sat 
alone in my office, associates on 
leave, no activity and an ominous 
quiet prevailing. But the next day 
it was all different and the regular 
routine brought me back from 
philosophy to reality. 

The new year had brought no 
evidences of abrupt change, but 
only a realization that our work 
must go on, that we are engaged 
in an essential field and that men 
and women of good will still de- 
vote themselves to humanitarian 





service. So now we may go on to 
the taking of an inventory and a 
square look at our financial deficits 
and spiritual assets. May the 
months ahead give us new and 
added opportunities for service. 


xk kk 


The public press, as anticipated, 
has continued to be voluminous in 
its predictions about new social 
legislation. President Truman, in 
his message on the State of the 
Union delivered to the Congress 
on January 5, made very clear the 
development he has in mind; and 
he hopes Congress will implement 
it by passing appropriate legisla- 
tion. 

In the social field he touched on 
housing, social security and health. 
Referring to health, he said, ““There 








administrator 


another TOP-FL | G HT 





He spearheads many promi- 
nent activities in the hospital 
field. 


You’d know him instantly by 
reputation, for he has given 
generously of his ability and 
experience on many occasions. 


His hospital has been much 
patterned after because of his 
far-seeing ideas in administra- 
tive efficiency and community 
service. 
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If, as a trustee of a hospital, 
you are interested in a man of 
his caliber, please telephone, 
telegraph, or write us immedi- 
ately. All information and ne- 
gotiations will be held in 
strictest confidence. 


BURNEICE LARSON, Director 


THE MEDICAL BUREAU 
Palmolive Bldg. at 919 N. Michigan Ave. 


CHICAGO . 


ILLINOIS 











are tens of millions of our people 
who are lacking adequate medical 
care. We are short of doctors, hos- 
pitals and nurses and we must 
have, without further delay, a sys- 
tem of paid medical insurance 
which will enable every American 
to afford good medical care.” 

It is my judgment that it was an 
overstatement to say that there 
are tens of millions of people lack- 
ing adequate medical care. The 
definition of ‘“‘adequate” may be 
debated, but the casual reader or 
listener inevitably will interpret 
the statement to mean that tens of 
millions of people suffer because 
of bad medical care and, of course, 
that is not in accordance with ac- 
tual facts. A careful reading of 
surveys presents quite a different 
picture. We are all committed, 
however, to the policy of provid- 
ing for all Americans an adequate 
health service at a cost and in a 
manner that is acceptable to them. 

Mr. Truman’s last and most em- 
phasized statement, ‘We must 
have without further delay a sys- 
tem of prepaid medical insurance,” 
is also in accord with our policy, 
many times reiterated. It is sig- 
nificant that the term ‘“compul- 
sory’ was not used here. It may 
have been inadvertent but then it 
may have been omitted inten- 
tionally. We may believe that the 
way is still clear for voluntary 
systems to provide the means for 
the accomplishment that the Pres- 
ident is urging. 

We are reminded that for more 
than a year the Blue Cross Com- 
mission of the American Hospital 
Association has been struggling to 
expand the present system of pre- 
payment for hospital care and to 
combine with the Blue Shield of 
the American Medical Association 
so as to become a truly national 
system that can really and truly 
serve all the people. The American 
Medical Association has deferred 
positive action temporarily, but 
the Blue Cross Commission is g0- 
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There are TWO Sides to the Story of 
unity 


REG. U.S. PAT. OFF. 


ADHESIVE 
TAPE 



































and both sides show very clearly why this adhesive tape 
& provides greater ease of handling, and “‘holding-power” 
| ON THE ONE SIDE: 


The strong, non-elastic cloth backing of CURITY 
Adhesive gives it “‘body.”’ Feel it . . . it’s not limp 
or droopy. Even a 4” strapping can be a one-man 
job because it is so easy and neat to apply. It is 
this unique body-construction that makes CURITY 
Adhesive lie flat, and reduces wrinkling . . . even 
when it is applied to a joint or moving part. 





NOW ON THE OTHER SIDE: 


| The skillful compounding of the superior adhe- 

sive mass gives the “‘stick-quick”’ and “‘stay-stuck”’ 
| se superiority characteristic of curtry Adhesive. Pro- 
longed effective support, without loosening, or 


peeling at the edges, is routine performance with 
curITy Adhesive Tape. 


EASIER ON THE SKIN? OF COURSE! 


Over half a century of leadership in adhesive 
manufacture... over 15,000 skin tests during the 
past decade, plus careful selection of ingredients 
add up to the simple conclusion, that you cannot 
buy an adhesive which out-performs, or is less irri- 
tating than curtTy Adhesive. 


f » 
A product of e 
Re tui: - ant 
Division of The Kendall Company, Chicago 16 | Curity 
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BETTER THAN 
CULTURES 


Diack Controls provide a 
better check on sterility of 
your autoclaved goods 

than cultures. 

















Safer—B. subtilis is destroyed far 
below melting conditions re- 
quired for Diacks. 

















Time-saving—a wait of one to ten 
days incubation with cultures. 
No wait with Diacks 

















Economical—-cultures are costly in 
time consumed alone. Diack's 
cost is comparatively 

lower. 

















Checks Autoclave before next load 
—you may under-sterilize several 
loads before previous culture indi- 
cates a faulty autoclave. An un- 
melted Diack will check it before 
the next load. 


Diack Contots 


ROYAL OAK, MICHIGAN 


1847 NORTH .AAIN STREET 

















ing ahead and, we confidently be- 
lieve, will put a system into oper- 
ation which will satisfy the needs 
and the demands which are so in- 
sistent. 

The time is now and _ hospital 
people will need to keep very alert 
as to what transpires here. Con- 
gressmen and senators will wel- 
come constructive information. 

The American public is demand- 
ing better health service and it 
will be incumbent upon us who 
are in that field to determine the 
direction that the trend is to take. 

The press releases on the report 
of the Hoover Commission leads 
us to believe that more rational 
thinking will be applied to the 
general public health problem than 
has been accorded the _ subject 
heretofore. The early reports from 
this source indicate a pretty close 
agreement with the outline pre- 
sented to the subcommittee by 
your officers in October. 

xk kk 


A committee representing the 
American, Catholic and Protestant 
Hospital Associations and repre- 
sentatives of the Greater New 
York Hospital Association met 
with Oscar R. Ewing on December 
6 for a conference on the sub- 
ject of his report, “The Nation’s 
Health.” We were given a full 
hour of Mr. Ewing’s time and am- 
ple opportunity to present our 
point of view. 

We explained that there are 
many areas in which we are in 
close accord. Many of the recom- 
mendations correspond to policies 
that the American Hospital Asso- 
ciation and allied organizations 
have advocated in the past. We 
emphasized, however, that we 
were in disagreement on the issue 
of federal compulsory insurance. 

Mr. Ewing declared himself to 
be adamant upon this point but 
did not present any convincing ar- 
gument for its need nor did he 
show any clear or practical way 
in which it could be operated with- 
out completely revolutionizing the 
present voluntary system. 

In spite of this, he repeatedly 
declared that there was no inten- 
tion of destroying or harming the 
system now in existence. The meet- 
ing was not discouraging. We were 
invited to hold further conferences 
and to participate in the considera- 


tions that will precede the writiny 
of proposed legislation. A _ goo! 
many things may transpire, how - 
ever, before the month is out. 

x *k * 


The staff at headquarters is al- 
ready at work on the convention 
program for next September. The 
program committee met in De- 
cember, reviewed the preliminary 
plans and set the stage for another 
bang-up convention. The plan, as 
now projected, will follow the 
same general lines of last year’s. 
But there will be some modifica- 
tions in accordance with sugges- 
tions received from the field. This 
is a little early to comment on de- 
tails. I will reserve that for a later 
date. 

x *k * 

I had the pleasure of attending 
the annual convention of the IIli- 
nois Hospital Association at Peoria, 
December 8. The meeting was well 
attended. Again it was an inspira- 
tion to see a fine group of men and 
women assembled to study ways 
and means for improving the 
health service of the communities. 
The Illinois folks have organized 
along lines similar to the national 
body. Their councils function in 
local matters and attack them in 
the same way, thus giving oppor- 
tunity for the development of 
leadership and familiarizing the 
membership with the national pat- 
tern. 

The program was unusually at- 
tractive. There was opportunity 
for both fact finding and socializ- 
ing. I regret that I was unable to 
stay through the entire program, 
but I did enjoy the discussions 
about nursing and nurse educa- 
tion. A large share of the program 
was given to this important sub- 
ject, and while no definite conclu- 
sions were reached, a better un- 
derstanding of the problem was 
attained. 

Active in the program and in 
making the wheels go around were 
many of the folks that annually 
provide the impetus that makes 
Tri-State such a great success. 
Thank you folks for fine enter- 
tainment. 
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lily Paper Service 


Overworked Statf ! 


FEBRUARY 1949, VOL. 23 





Relieves Your 


Where hospitals are crowded, understaffed, faced 
with increased operational costs . . . Lily* Paper 
Service proves an invaluable aid! In one large 
west coast hospital, for example, 61 employees 
were released from culinary chores when Lily 
Service was adopted! 

Lily speeds and eases service by allowing pre- 
portioning of many foods . . . and by reducing 
clean-up problems to a minimum! 

The lightness of Lily Cups 
and Containers, as com- 
pared with crockery, 
does much to relieve 
nurse fatigue. And the 


tName on request 
*T.M. Reg. U.S. Pat. Off. 
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fresh cup or container for every service relieves 
the patients’ worry of cross-contamination! 

Try Lily Paper Service now in a single ward, 
or for supplementary feeding. A sample kit and 
our interesting “Food Cost and Control Chart” 
are yours for the asking. For your convenience, | 
use the coupon below. LILY-TULIP CUP COR- 
PORATION, 122 East 42nd Street, New York 
17, N. Y. + Chicago « Kansas City « Los Angeles. 


LILY-TULIP CUP CORPORATION 
122 East 42nd Street, New York 17, N. Y. 


Please send me your free hospital sample kit and a copy of your 
‘Food Cost and Control Chart.” 


RUUD ie ciciekcscesess beesaccecancuseccdcdscceseecakeuenune 
Your Name & Title....... Cddeveccecccccesococesscococscceccs 
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~ Opinions 





ON FORMS OF GRIEVANCE PROCEDURE 


N RECENT YEARS, many author- 
I ities have said that various 
kinds of working conditions are 
more important to employee mo- 
rale than high pay. One of these 
conditions is an adequate griev- 
ance procedure. 

This month, six administrators 
discuss which form of procedure— 
formal or informal—they find most 
satisfactory: 


TWO SYSTEMS CAN 
BE COMBINED 


SINCE THIS IS a small hospital, 
problems of grievance procedure 
are solved more easily here than 
in larger institutions. When com- 
plaints develop, the employee goes 
through the usual procedure of 
discussing it with his supervisor. 
If it is of such a nature that it 
cannot be solved there, the em- 
ployee has the privilege of coming 
directly to the administrator. 


This may sound as if it would 
consume so much of the adminis- 
trator’s time that it would be un- 
workable. That is not so. The real 
truth of the matter is that em- 
ployees know they have access to 
the administrator, that he always 
has listened to their troubles and 
that there has been little difficulty 
in finding a solution. 

The real merit of our procedure 
is that not too many actual griev- 
ances develop. This is because em- 
ployees have enough confidence in 
the management to know they will 
be dealt with justly when a major 
problem arises. 

Plans are being made to inaugu- 
rate a formal grievance program 
early this year. We do not plan to 
abolish the policy of inviting em- 
ployees to bring problems to the 
administrator because we feel that, 
time permitting, it is best. 

On the other hand, there may 
be small complaints that employ- 
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MADE BY 
EBCO MANUFACTURING CO. 
COLUMBUS, OHIO 


Cool, clear water that sparkles up- 
ward in a smooth, splash-free flow 
—that’s the sure way to a fresh start 
for thirsty people everywhere. It’s 
the healthful, satisfying answer to 
thirst-fatigue. That’s why it is im- 
portant to see that properly cooled 
drinking water is convenient at all 
times. Provide Electric Water Cool- 
ers at strategic points—where every- 
one will be reminded to get a fresh 
start before thirst takes its toll. 


Write today for full information on today's Kel- 
vinator-refrigerated Electric Water Coolers! 
There are models and sizes for every need. 





chin piece 
sai aga 













US.A- 

















\ 
ns 


The EBCO Manufacturing Company 


Town and Lucas Streets 





Columbus 8, Ohio 





ees would hesitate to mention t 
the supervisors but may come t 
light when it becomes possible t 
put them on cards and drop then 
in a box. There also is the possi 
bility that if a person actuall) 


starts to put a petty grievance into 


writing, he may decide the diffi- 
culty is his own fault. 

We feel that a combination oi 
the two systems will be best, and 
we are working toward that end. 
—C. L. SIBLEY, superintendent, 
Baptist Hospital, Birmingham. 


AN INFORMAL POLICY 
IS MORE WORKABLE 


THERE IS NO FORMAL setup 
through which an employee can 
bring up a grievance at this hos- 
pital, unless discussion of the mat- 
ter with the department head, who 
in turn brings the problem to me, 
could be so considered. 

I always have felt that my rela- 
tions with all the employees are 
such that any one of them would 
feel free to discuss with me, at any 
time, conditions which he thought 
might need correcting. Employee 
meetings are held from time to 
time, and they are told repeatedly 
that the -hospital does not want 
persons working there who are 
not satisfied with all employment 
conditions. I also have told them 
that I am willing at all times to 
discuss questions of hours, salary, 
working conditions and relations 
with other employees. 

We have a two-week vacation 
after one year’s service. We allow 
one day of sick leave for each 
month of service for the first year 
and, after one year, 12 working 
days of sick leave are granted. We 
observe eight holidays and com- 
pensatory time off is given those 
who have to work on holidays. 

Our salaries, we believe, are in 
line with other hospitals in the 
area and equal wages being paid 
for comparable work in other lines 
of industry in the community. 
Generally speaking, our employees 
are satisfied with conditions. We 
try, as far as possible, to give days 
off to suit the wishes of the em- 
ployees, though I am not entirely 
convinced that this always is ap- 
preciated. I have wondered if we 
could not save ourselves some 
headaches by drawing up a sched- 
ule of definite days off from which 
there would be no deviation. 

As long as there is no formal 
organization of employees, and 
naturally we hope that this will 
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OUR PLANNING SERVICE is 
available to aid you in estab- 
lishing an approved technique 
and in the planning of a mod- 
ern installation best suited to 
your available facilities, 


4 73eepe AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND 
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Based upon the many years devoted by our Research and Tech- 
nical Staffs to the development of techniques and equipment 
designed to insure the efficient preparation of infants’ formulas, 
“American” strongly recommends the NON-PRESSURE method 
of terminal heat treatment because of its safety features an 
mechanical simplicity. ae 


Functionally, American equipment is readily adaptable 
to all approved techniques... whether a non-pressure or 
pressure method is preferred by the hospital. 


FACTS ON THIS TIMELY SUBJECT are thoroughly evaluated in 
the new edition of “The American Milk Formula Laboratory 
Service,” a comprehensive volume incorporating the most re- 
cent recommendations of authoritative groups relating to the 
establishment of safe milk formula procedures in the hospita]— 
WRITE FOR YOUR COPY TODAY. 


- AMERICAN STERILIZER COMPANY 


ERIE, PENNSYLVANIA 
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never be because it would mean 
unionization, it is my belief that 
any grievances presented should 
be on an informal basis.—JOHN H. 
ZENGER, superintendent, Utah Val- 
ley Hospital, Provo. 


THE OPEN DOOR POLICY 
BRINGS BEST RESULTS 


I STILL HAVE the almost unbe- 
lievable opinion that the door of 
the chief administrator or the plant 
executive’s office should be open. 
This also means that the spirit and 
feeling of camaraderie should be 
such that all employees who have 
grievances can feel free to enter 
and talk about them. 

The suggestion box has been 
tried at this hospital. A number of 
suggestions were dropped in for a 
time; then they stopped. 

Before the war, the nurses were 
organized into divisions as follows: 
Head nurses, staff nurses, student 
nurses and special nurses. Each 
group met and was able to talk 
over and handle any grievances 
that came up. Since my return 
from service, these loosely formed 
nurses’ organizations have disap- 
peared. 





Other employees never have 
been organized in any way. I have 
been asked whether there are any 
objections to organization. The 
answer always is no. Employees 
are told to organize in any way 
they want. Any method which will 
bring to my attention gross injus- 
tices which may have been over- 
looked will be most welcomely 
received. 

Requests for increases in pay, 
decreases in working hours and 
better rest rooms are so prominent 
today that no administrator can 
have a closed mind. Anticipation 
of demands is far better than being 
put on the spot. 

The informal man-to-man dis- 
cussion always is the better way 
of ironing out difficulties. A formal 


complaint, routed through chan-~ 


nels, seems to lose some of its 
edges and forcefulness.—Dr. A. G. 
ENGELBACH, director, Mount Au- 
burn Hospital, Cambridge, Mass. 


PROCEDURE SHOULD 
BE KEPT SIMPLE 
GRIEVANCES ALWAYS WILL be 


found. Determining the most ac- 
ceptable method of handling them 





Make Money On This 
PILLOW SPEAKER! 





Non-Disturbing MURDOCK Under Pillow Speaker 


MAGINE an investment that pays for itself 
quickly — and then continues to build up 
additional PROFITS for your hospital without 
further cost to you! 


This new source of needed hospital income is 
made possible through the low-cost installa- 
tion of MURDOCK Under Pillow Speakers in 
private and semi-private rooms and wards. 
Radio listening becomes personal and pleasant 
because the Murdock Speaker is designed for 
use under a pillow or chair headrest. To op- 
erate, just plug extension cord into the wall 
outlet that carries the program and slip the 
small, streamlined speaker under the bed 


pillow. 
TWO-WAY PROFIT TO YOU 


You can rent the Murdock Under Pillow Speak- 
er to the patient at a moderate daily charge. 
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If no wall outlet is provided for a connection 
to a central amplifying system, the hospital 
can purchase small table-size radios at little 
cost and hook-up the Pillow Speaker direct 
to the table radio. In this case, a larger rental 
can be charged. Then, no matter how many 
radios are going, each listener can enjoy a 
different program without disturbing others or 
being disturbed by others. 

Investigate this splendid money-making op- 
portunity by writing at once for full informa- 
tion and low prices. 


WM. J. MURDOCK CO. 


“Since 1898” 
Chelsea, Mass. 


Dept. 61 











is the important thing. The proce- 
dure may vary according to the 
type of organization and the size 
of the hospital. 

Grievance procedure should be 
made as simple as possible. All 
grievances should receive fair and 
impartial consideration and be 
settled promptly. The complaint 
should be put in writing and pre- 
sented to the department head 
who, in turn, will advise the 
director. 

Financial grievances should be 
handled by the director after he 
has conferred with the department 
head. Other grievances, many of 
them minor, can be settled by the 
department head, with or without 
consultation with the director. 

The more serious complaints 
may be referred to a three-mem- 
ber committee when necessary. 
The director and the department 
head should sit in on the commit- 
tee’s deliberations, and all solutions 
and recommendations should be 
approved by the director. When 
the original complaint finally has 
been disposed, the record ‘of it and 
the committee’s ruling should be 
filed in the director’s office. 

I believe that grievances in the 
nursing department can be han- 
dled best by a special committee. 
Problems also may be referred to 
the nursing committee, which is 
appointed by the board of trustees 
and of which the director of the 
hospital and the director of nurs- 
ing are ex-officio members. 

If a personnel director is em- 
ployed, he should fit into the griev- 
ance procedure. If the occasion 
demands, the board of trustees 
also may be called in. Experience 
seems to prove that most griev- 
ances can be settled amicably and 
promptly by the director and/or 
the department head. 

Quoting from Dale Carnegie’s 
recent book: (1) Get the facts, 
(2) analyze the facts, (3) arrive 
at a decision—and then act on 
that decision.—CHARLES LEE, exec- 
utive director, Lutheran Memorial 
Hospital of Newark, N.J. 


DEPARTMENT HEAD CAN 
SETTLE MOST MATTERS 


PRIMARILY, AN EMPLOYEE wants 
to be happy in his job. Several 
factors must be considered to bring 
about this condition. First, of 
course, is adequate salary or wage. 
Second is satisfactory working 


(Continued on page 142) 
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Better Instruments 


aa for Modern Surgery 


the Genuine \@\ Instrument 


The clockwork precision of a modern operation requires instruments 
as accurate, as reliable as the surgeon himself. They must not fail. 


The three instruments illustrated below will never release their 
self-locking grip until the surgeon releases it. The Tru-Grip 
ratchet modification, a J. Sklar Manufacturing Company refine- 

ment, keeps the jaws perfectly aligned at an angle that assures 
a positive grip. There can be no creeping or slipping. The 


position of the ratchet release affords protection against 
damage to rubber gloves. 


As a further assurance of reliability, these are American- 


made stainless steel instruments .. . further proof of Sklar 
superior quality. 
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RIGBY 
APPENDECTOMY RETRACTOR 


WESSON 
PERINEAL RETRACTOR 


PERINEAL RETRACTOR 


"LONG ISLAND CITY, N. Y. 





SKLAR PRODUCTS ARE AVAILABLE THROUGH ACCREDITED SURGICAL SUPPLY DISTRIBUTORS 
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Service From" Ffeadquarters 


WASTE DISPOSAL 


We are deciding on equipment for a 
new hospital and a question has come up 
about the type and size of incinerator that 
will be needed for adequate destruction of 
the daily waste. Are there any specifications 
or standards for incinerators? 


Most hospitals find that there is 
so much wet content in their waste 
that the incinerator they use must 
be fired by either gas or oil to pro- 
duce a temperature sufficient to 
dry off the water and consume the 
wet waste. 

I assume that the incinerator to 
be purchased will be the kind that 
is fed from one location after the 
waste has been sorted. Most hos- 
pitals find it unsatisfactory to use 
the type of incinerator which has 
openings at each floor. Too many 
utensils, instruments and pieces of 
linen accidentally are gathered up 
and thrown down the waste chute. 
The only means of forestalling 
such a loss is to sort waste before 
it is burned. 

A second objection to the type of 
incinerator with openings on each 
floor is that the chute occasionally 
will be blocked by materials which 
are folded carelessly and open 
after being inserted into the stack. 
This blocks off the draft and may 
cause the smouldering smoke to 
escape onto the floors. 

As for the destruction of surgical 
waste, one recommended method 
is that the waste be wrapped in 
ample newspapers, put in waste 
boxes and delivered to the boiler 
room for burning. It may be put 
in the boiler after the fire has been 
cleaned and is burning brightly.— 
Roy HUDENBURG. 


AUXILIARIES 


A group of women in the community has 
asked the hospital about organization of 
an auxiliary. Where can we get information 
on by-laws, activities, projects and gen- 
eral data to help in the formation of such 
a group? 

The Association library has -a 
special packet of auxiliary mate- 
rial that it will send on request. 
This packet contains stories of 
auxiliary projects, activities and 
programs which were clipped from 
various journals. It also includes 
a sample copy of by-laws prepared 
for a women’s hospital auxiliary. 

Of particular value is the most 
recent auxiliary publication con- 
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taining the proceedings from the 
Conference of Women’s Hospital 
Auxiliaries, which was held con- 
currently with the Association’s 
Atlantic City convention last Sep- 
tember. This booklet has helpful 
tips on the organization, function, 
objectives, financing and program 
of an auxiliary. It also contains 
detailed information on 10 special 
fund-raising and service projects 
successfully undertaken by auxil- 
iaries. The booklet is available 
from the American Hospital Asso- 
ciation at $1.50 a copy.— KENNETH 
WILLIAMSON. 


ADVERTISING CONTRIBUTIONS 


Our public relations director is talking 
about starting publication of a house organ. 
This involves considerable expense and we 
wonder if we should attempt to sell ad- 
vertising to help pay for the publication. 

The great majority of individual 
hospital publications coming to As- 
sociation headquarters do not carry 
advertising. There are at least two 
good reasons for this. 

First, such advertising is use- 
less to the advertiser. With per- 
haps a rare exception, no manu- 
facturer or distributor ever bought 
space in a hospital house organ 
with any suspicion that it would 
help him sell his wares. 

Patients, board members and 
others outside the hospital’s im- 
mediate family do not buy equip- 
ment or supplies. To reach the ad- 
ministrator and purchasing agent 
or other department head, it is 
cheaper to have a salesman call. 

A company representative who 
authorizes the purchase of such ad- 
vertising space almost certainly 
will consider that he has been 
touched for a handout under false 
pretenses. 

Second, the hospital and its pa- 
tients lose more than they gain. 
The sale price of any product mar- 
keted includes a charge for the cost 
of marketing. Vendors do not have 
magic pockets from which they 
supply their handout money. 

In this respect the vendor’s posi- 
tion is exactly that of the hospital 
when people expect it to give away 
an unlimited amount of service 
without somehow collecting the 
costs of providing that service. A 
vendor also must collect the cost of 
handouts. He has no choice but to 
figure this into the price of things 











that hospitals buy, and in the end 
it becomes a charge against the 
patient. E 

The practice of selling space in 
a hospital organ is wrong in pri- 
ciple, just as all hidden subsidies 
are wrong. If the administrators 
of 6,000 hospitals felt free to saddle 
a few hundred leading vendors 
with the printing bills for 6,000 
house organs, it takes but little 
imagination to see what would 
happen to the average cost of be- 
ing hospitalized.—JoHN M. STORM. 


DENTAL STAFF 

Our board of trustees is studying the 
possibilities of adding a dental section to 
the staff organization. Does the library have 
any material that might help us? 

Material on the establishment of 
a dental section in a hospital is 
available on loan. Included are: 

“Manual on Dental Care and 
Dental Internships in Hospitals.” 
American Hospital Association. 

“Organization of the Medical 
Staff of the Hospital.” American 
Hospital Association. 

“Dentistry an Agency of Health 
Service.’’ Malcolm Wallace Carr. 
The Commonwealth Fund, New 
York City, 1946. 

“Basic Standards of Hospital 
Dental Service Required of Ap- 
proved Hospitals.””’ Committee on 
Hospital Dental Service of the 
American Dental Association. 

“Hospital Dental Clinic.” Bert 
G. Anderson. Modern Hospital, 
July 1939. 53:65-66. 

“Expanded Medical Program.” 
Hartwell G. Thompson, M.D. Mod- 
ern Hospital, May 1948. 70:60-62. 

“Professional Chart.” St. Luke’s 
Hospital, Bethlehem, Pa.—HELEN 
V.. PROITT. 


UNCLAIMED PROPERTY 


Through the years the hospital has ac- 
cumulated a substantial pile of articles of 
clothing and other property not claimed by 
discharged patients. Is there some recom- 
mended legal procedure for disposing of 
these? 

In “Law of Hospital, Physician 
and Patient,” which was written by 
Hayt and Hayt, it is stated that: 
“Abandonment means the leaving 
of articles by the patient with the 
intention of ending his ownership, 
but without giving it to another; it 
is distinguishable from a transfer 
of ownership by sale or gift. 

“Abandoned property should be 
disposed of periodically, an oppor- 


tunity being given to more than 


one person to bid. Prior to the 
sale, registered notice by mail 
should be sent to the patient at his 
last known address. The proceeds 
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- > - In spite of the current spiral of inflationary costs, 

M. TEL-O-SEAL CONTAINERS 4 your skill plus Fenwal Equipment and Technics can 
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of the sale should be kept segre- 
gated for a time as an insurance 
fund against claims.” 

Further advice probably can be 
supplied by the hospital’s legal 
counselors.—W. H. MARKEY JR. 


COMPENSATION CEILINGS 


Our state association is studying payments 
to hospitals for workmen's compensation pa- 
tients. We intend to draft a bill which could 
be presented to the legislature. Would it be 
better for the hospitals to ask for increased 
payments or elimination of existing ceilings? 


Some states have completely 
eliminated ceilings on compensa- 
tion payments and others have ex- 





tended maximum payments. The 
trend in all states is toward com- 
plete removal of ceilings, and that 
is the goal toward which to work. 

Established hospital rates or the 
government reimbursable cost 
formula, worked out by the Asso- 
ciation and federal agencies which 
purchase hospital care, are recom- 
mended as the best methods of de- 
termining payments. The reim- 
bursable cost formula now is used 
by all federal agencies that assume 
responsibility for patients in private 
hospitals. 

A good argument for removal of 
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ceilings is that the purpose of t!.e 
workmen’s compensation medicil 
provisions is to cure the man who 
is injured and restore him to prv- 
ductivity as a useful citizen. If the 
law does only half the job, it is in- 
adequate and inhumane. More thin 
that, it is uneconomic. 

If the law does not provide for 
complete recovery of the patient, 
the injured workman may beconie 
a burden on the community which 
supports the hospital. Other sick 
patients must make up the differ- 
ence, or funds intended for charity 
must be used to care for persons 
who properly are a responsibility 
of profit-making industry. 

Information about how some 
states have adjusted their payments 
to hospitals may be found in the 
Workmen’s Compensation section 
of the Association’s “State Legisla- 
tion Manual,” This may be bor- 
rowed from the library.—ALBERT 
V. WHITEHALL. 


STILLBIRTHS 


What are the classifications or age groups 
of abortions and premature deliveries? 
There have been some questions raised by 
our staff about the law. While we realize that 
each state has its own law, any information 
you can pass along will be appreciated. 


According to Rowland V. Rider, 
statistician at Johns Hopkins Hos- 
pital, Baltimore, the recommenda- 
tion of the National Office of Vital 
Statistics says that “stillbirth 
means a birth after at least 20 
weeks of gestation in which the 
child shows no evidence of life 
after complete birth. .. . The words 
‘evidence of life’ include heart ac- 
tion, breathing or movement of 
voluntary muscle.” 

The following definitions are 
published in New International 
List of Diseases and Causes of 
Death, which was adopted by the 
United States January 1: “An im- 
mature infant is a live-born infant 
with a birth weight of 5.5 pounds 
(2,500 grams) or less, or specified 
as immature. If weight is not spec- 
ified, a live-born infant with a 
period of gestation of less than 37 
weeks or specified as ‘premature’ 
may be considered as the equiva- 
lent of an immature infant.” In 
the list, an abortion is defined as a 
non-viable fetus that is the prod- 
uct of less than seven months’ or 
28 weeks’ gestation. 

It is true there is great variation 
in definition from state to state. A 
number of states have adopted 20 
weeks as the minimum period of 
gestation at which registration of 
stillbirth is required.—DrR. CHARLES 
T. DOLEZAL. 
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Unnecessary Surgery— 


OSPITALS THAT PLAN to estab- 

lish a procedure to help elim- 
inate unnecessary surgery probably 
will have their programs opposed 
by some. There should be less op- 
position, however, than when ad- 
ministrators and surgeons of Cleve- 
land Hospital Council member hos- 
pitals first started such a move- 
ment more than 20 years ago. 

The successful Cleveland pro- 
gram revolves around a set of 
principles and minimum stand- 
ards of surgical practice in hos- 
pitals. The results have proved the 
merits of the plan and it is on 
that basis that other hospitals— 
either individually or as groups— 
are encouraged to follow a similar 
procedure for the betterment of 
hospital service. 

For some years prior to 1927, 
several administrators and sur- 
geons associated with Cleveland 
hospitals expressed interest in the 
development of some uniform basis 
for the regulation of the practice of 
major surgery. A meeting was 
called in November 1927 to discuss 
and formulate, if possible, general 
principles to regulate and improve 
the practice of major surgery in 
the various hospitals in Cleveland. 

Practically every hospital sent 
medical staff representatives to 
consider a list of questions pre- 
pared for discussion. The hospital 


The four articles in this symposium were 
adapted from papers presented at the 
American Hospital Association's fiftieth 
Convention at Atlantic City, September 
20 to 23, 1948. 
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representatives, both lay and pro- 
fessional, agreed on the intent and 
purpose of control outlined, but 
the program was not accepted in its 
entirety. 

A committee then was appointed 
to review the opinions and sugges- 
tions and this. resulted in a resolu- 
tion which embodied in substance 
the original intent of the sponsors. 
It did provide hospitals with a 
guide to follow. 





A Surgical Conscience 


“We must admit that some un- 
necessary surgery is being done. 
Part of the blame may be ours. 
The entire surgical profession must 
not be condemned. It is my opinion 
that limited licensure, compulsory 
consultation, perfect pathology and 
splendid specialists will never ac- 
complish a small percentage of 
what would be accomplished by 
the development of a surgical con- 
science. 

“A surgical conscience cannot be 
legislated. It must come from the 
training in our medical schools 
and the intern and resident train- 
ing in our hospitals.”—ANTHONY J. 
J. RourKE, M.D., professor of hos- 
pital administration, Stanford Uni- 


. versity Hospitals. 





Later the administrators and 
surgeons recognized that the stand- 
ards should be reviewed and that 
more stringent qualifications for 
the practice of major surgery were 
advisable. The hospitals had not 
followed the committee’s recom- 
mendations to the fullest extent. 

In 1936, several meetings were 
held. The chiefs of surgery of the 
member hospitals set themselves 
up as a committee to prepare prin- 
ciples for the minimum standards 
of qualifications to practice major 
surgery. 

The committee had as its ob- 
jectives the following points: 

1. Reasonable protection of pa- 
tients against inefficient and un- 
advisable operating. 

2. Protection of the reputation 
of the hospital. 

3. Elevation of the practice of 
surgery in Cleveland Hospital 
Council member hospitals in ap- 
proximation with the ideals of the 
American College of Surgeons. 

Certainly no one would quarrel 
with the objectives set forth since 
they constituted sound recom- 
mendations for any board of trus- 
tees to set up as an aim for its 
own hospital. 

In addition the committee in- 
cluded a definition of major surgery 
to guide officers of the staffs in 
compliance and in evaluation of 
applicants for . staff membership 
(see “Definition’’). 

Surgeons intensely interested in 
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good surgery and in the protection 
of the patient desired the develop- 
ment of a method which would be 
fair and reasonable but which 
would result in closer supervision 
on the part of management in 
maintaining proper standards, They 
recommended to the Cleveland 


Hospital Council that the classifica- _ 


tion of ‘member hospital’ be re- 
stricted to those hospitals which 
accept proper standards and agree 
to adopt and maintain the stand- 
ards recommended for the practice 
of major surgery in member hos- 
pitals. 

This was an unusual procedure 
to present to the council inasmuch 
as the organization, prior to that 
time, had never taken any action 
which was mandatory on hospitals. 
After only brief discussion the rep- 
resentatives approved the stand- 
ards which have continued in ef- 
fect since that time (see “Minimum 
Qualifications’). 

Every hospital was asked to pre- 
sent this recommendation to its 
board and to advise the council of- 
fice of the acceptance or non-ac- 
ceptance of the standards. There 





Definition 

In its application to the 
minimum qualifications, 
“major surgery” is defined by 
the Cleveland Hospital Coun- 
cil as: 

1. Operations within or up- 
on the contents of the follow- 
ing cavities: (a) the canium, 
(b) the thorax and (c) the 
abdomen, including the pel- 
vis. 

2. Other operations which, 
because of their locality, the 
condition of the patient, their 
difficulty or the length of 
time required to operate, con- 
stitute a distinct hazard to 
life. 

3. In case of doubt or dis- 
pute the surgical authority of 
the interested hospital shall 
determine whether an oper- 
ation is major or minor. 











was prompt acceptance on the part 
of most of the hospitals, and in due 
time the committee’s reeommenda- 





pital Council: 


ciations. 


boards; 


major surgery; 


recommendation. 





MINIMUM QUALIFICATIONS 


These are the minimum standards of qualifications ‘to practice 
major surgery in hospitals that are members of the Cleveland Hos- 


1. Membership in a recognized local organization of doctors of 
medicine whose membership includes practitioners of both general 
medicine and the specialties and which has state and national asso- 


2. Either: (a) Three full years of hospital training, including two 
years residency, the major portion of which should be in the field 
of surgery in a hospital approved for the training of surgical resi- 
dents by the American Medical Association. In the case of the sur- 
gical specialties the training shall have been a hospital approved 
for such special resident training by the American Medical Associa- 
tion. Credit for surgical training may be given for military service as 
allowed by the American Board of Surgery or the various specialty 


(b) Or membership on the active visiting surgical staff of a 
Cleveland Hospital Council member hospital and classified to do 


(c) Or fellowship in the American College of Surgeons, or a dip- 
lomate of the American Board of Surgery, or the board of the sur- 
gical specialty in which privileges are requested; 

(d) Or not qualifying as above but having had sufficient surgical 
experience, when certified by a member hospital of the Cleveland 
Hospital Council which has adopted the minimum standards and on 
recommendation of the surgical authority of that hospital accom- 
panied by a statement of experience and training justifying the 














tions were approved fully by al). 

Any hospital in the Clevelani 
area applying for membership in 
the council must agree to adopt 
and maintain the standards recom- 
mended for the practice of major 
surgery. This practice places on 
the governing board of the hospital 
the responsibility to make every 
effort to see that only qualified 
persons are given the privilege to 
practice major surgery in its hos- 
pital. Appointment of surgeons to 
practice major surgery can be dele- 
gated to the proper committee of 
the staff, of course, but that com- 
mittee is required to follow the 
recommendations which have been 
approved and adopted. 

Many persons have asked how 
well the minimum standards have 
been observed. No person, of 
course, is in a position to say defi- 
nitely that there has been 100 per 
cent observance of this policy, but 
representative surgeons associated 
with hospitals throughout the city 
say it is their impression and ob- 
servation that there has been im- 
provement each year. 

As evidence, representative sur- 
geons of each of the member hos- 
pitals are called together every 
two years to discuss the minimum 
standards and to give consideration 
to strengthening them in accord- 
ance with the best practices in hos- 
pitals. These meetings have re- 
sulted in more stringent standards. 
But they have caused no undue 
hardship and further have pro- 
tected the citizens of our commu- 
nity. There have been times when 
individual physicians have said 
that the standards were established 
merely to keep some persons from 
securing privileges in hospitals. On 
other occasions, the hospital coun- 
cil has been accused of trying to 
maintain undue control. Yet im- 
provement has been rapid and the 
results are satisfactory. 

There is some interest on the 
part of other branches of the medi- 
cal profession in developing cer- 
tain standards to be effective in our 
member hospitals. The ssuncil it- 
self will take no steps to prepare 
such standards, but certainly will 
cooperate with physicians and sur- 
geons in the other branches of 
medicine to do what is considered 
advisable for the protection of 
their patients. 
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Unnecessary Surgery 


What the Board Must Know 


00 MANY TRUSTEES are fairly 

hazy about their responsibili- 
ties. Often it is a crisis such as 
community criticism of the type of 
surgery practiced in the hospital 
that brings into focus the duties 
and responsibilities that the trus- 
tees have overlooked or of which 
they were unaware. 

The hospital board should not 
delegate its responsibility in the 
selection of the medical staff and 
maintenance of standards. Its 
members can find excellent guid- 
ance in the determination of stand- 
ards from the American College 
of Surgeons and the hospital asso- 
ciations. The alert board will see 
that the hospital’s standards have 
the same high quality. 

The trustees will find guidance 
in the choice of a medical staff 
from the state medical society and 
from medical schools, both of 
which are qualified to pass on the 
professional qualifications of in- 
dividual physicians. Trustees, how- 
ever, must look for evidence of 
the individual physician’s char- 
acter and loyalty. Without these 
qualifications, competence and skill 
can become a hollow shell. 

It is necessary not only to have 
basic principles but also careful 
procedures to insure fairness and 
justice. That is why by-laws should 
be given the greatest consideration 
by trustees. The by-laws of the 
medical staff should be reviewed at 
regular intervals to insure that 
medical staff relationships operate 
smoothly within the procedural 
framework. 

Discipline and control in pro- 
fessional matters can be handled 
only by professional men and 
women. The trustees of hospitals 
usually do not qualify in this re- 
spect. Their responsibility, there- 
ore, must be exercised by set pro- 
‘cedures which encourage high 
standards of medical care and in- 
sire that it is the medical staff it- 
self that maintains them. 

Unnecessary surgery, it will be 
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agreed, lowers medical standards 
in a hospital. The mechanisms of 
improving these standards include 
adequate hospital facilities, a good 
hospital laboratory with well- 
trained personnel and experienced 
supervision, a first-class x-ray de- 
partment under competent direc- 
tion, a pathologist who has the re- 
spect of the medical and adminis- 
trative staffs and a tissue commit- 
tee to review all surgery performed. 


In addition there are other cri- 
teria which should interest the 
trustee. There is the death rate in 
the hospital which, if adequately 
examined, can give important 
leads. Of additional interest are 
the autopsy rate, infection rate, 
consultation rate, differential be- 
tween surgery and pathological 
findings and the index of caesarean 
sections. 

Finally—the most pertinent—are 
the opportunities for joint meet- 
ings between the trustees and the 
medical staff. Such occasions al- 
low full discussion of substandard 
medical and surgical procedures 
and provide an opportunity for 
forming the steps which will cor- 


“rect the situation. If trustees are 


following these suggestions they 
will not wake up some morning 
to find themselves face to face with 
a crisis which may take drastic 
surgery to repair. 





Unnecessary Surgery 


Medical Staff Responsibility 
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LTHOUGH THE BOARD of trustees 

has final responsibility in the 
control of unnecessary surgery, the 
medical profession (hospital staff) 
must assume the major share of the 
responsibility. That is because un- 
necessary surgery is not neces- 
sarily bad surgery. Repeated bad 
surgery soon becomes obvious to 
almost anyone, but when it comes 
to deciding if a doctor is doing too 
much unnecessary surgery (his 
mortality rate may be excellent), a 
competent medical opinion must 
be obtained. 

For instance: When is a hyster- 
ectomy really needed? Or an 
oophorectomy? Are too many ton- 
sils going home in bottles? Is a 
doctor doing too high a proportion 
of caesareans? No non-medical 
board can settle these questions 
which are essentially for medical 


* judgment. 


It is not good enough to leave it 


to the discipline committee of the 
state board of licensure for that 
body must act rather slowly and is 
not likely to take decisive action 
unless the instances of unnecessary 
surgery are both numerous and 
flagrant. 

How can the medical staff take 
action? 

1. One of the first requisites is a 
good pathologist. He is the key 
man when it comes to gathering 
puncture-proof evidence. He must 
be competent and fearless. 

2. The staff should be well or- 
ganized and there should be regu- 
lar staff meetings and pathological 
conferences. At these meetings the 
work of the month and of the year 
should be reviewed. Discussions of 
questionable surgery should be 
frank and to the point. The chief 
in surgery should be fearless and 
willing to do his duty, letting the 
chips fall where they may. 

3. A good tissue committee can 
support the pathologist and relieve 
him of much of the responsibility. 

4. All tissue removed should be 
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considered the property of the hos- 
pital and be sent to the laboratory. 
In most of our provinces and many 
of the states this is required by 
law. 

5. Autopsies—the great deflator 
of clinical pomposity—should be 
encouraged. 

6. The program of the American 
College of Surgeons should be 
given the fullest support. 

7. Although bearing in mind the 
importance of being fair to the 





general practitioner, privileges to 
perform major surgery should be 
limited to those qualified to do so. 
Generally speaking, this would in- 
dicate certified groups. Neverthe- 
less there are many uncertified 
surgeons whose work in a limited 
surgical field is above reproach and 
there are, perhaps, also some with 
certification who may be over- 
zealous or, perchance, better tech- 
nicians than diagnosticians. 

8. Careful follow-up of the pa- 





tient after discharge is essential 

9. Small community hospital 
staffed by general practitioner: 
and small proprietary hospitals do 
present special difficulties. It is 
harder to get staff or board action, 
harder to get conclusive evidence 
in the absence of a pathologist and 
harder to keep the public from 
taking sides. In some of these in- 
stances the solution may need to 
come from beyond the community 
rather than from within. 








Unnecessary Surgery 






It Calls for Close Teamwork by All 


number of unnecessary opera- 
tions being performed, the admin- 
istrative and clinical staffs must 
work as a team. The frank recog- 
nition that unnecessary surgery 
does occur in the hospital consti- 
tutes more than half the problem 
of control. In public and private 
nonprofit hospitals, the board of 
trustees must assume the final re- 
sponsibility for the quality of 
medical care rendered the com- 
munity. 

When unnecessary operations 
are performed, the surgeon does 
them for one of two reasons: (1) 
He is intellectually dishonest or 
(2) his diagnoses are faulty. The 
second reason is the most frequent. 

Unnecessary operations per- 
formed by the intellectually dis- 
honest surgeon are the most diffi- 
cult to control. The surgeon knows 


he REDUCE TO A minimum the 


the proper indications for surgery _ 


but exploits the patient and endan- 
gers his life by selling an unneces- 
sary operation for financial gain. 
Such men are few in number, but 
they do much harm by destroying 
the confidence of the public in all 
surgeons. The only method of con- 
trol for such surgeons is to with- 
draw their privileges. The sooner 
it is done, the better. 

The members of a hospital staff 
that has such a surgeon should be 
the first to demand that his privi- 
leges be withdrawn. If the execu- 
tive committee of the staff is un- 
willing to act, it is clearly the duty 
and responsibility of the board of 
trustees to do so. 

The second and most frequent 








40 


L. V. RAGSDALE, M.D. 
SUPERINTENDENT 
BUTTERWORTH HOSPITAL 
GRAND RAPIDS, MICHIGAN 


cause for unnecessary operations 
are faulty diagnoses. The hospital 
must share with the surgeon, to a 
degree, the blame for this. The ad- 
ministrator can and should do 
much to help the surgeon whose 
diagnoses are faulty. He should de- 
velop, with the help of his execu- 
tive committee of the staff, strong 
staff educational programs where 
errors in diagnoses are discussed 
openly and frankly, not in the 
spirit of criticism but in the spirit 
of being helpful. 

He can be of immeasurable help 
to this surgeon by surrounding him 
with the tools of good diagnostic 
facilities, by encouraging his use 
of free consultation service with 
his more experienced colleagues 
and by a helpful and sympathetic 
attitude toward his honest mis- 
takes and shortcomings. 

A teaching program for residents 
and interns in which the patholo- 
gist plays an important role has a 
salutary effect in curbing unneces- 
sary surgery. The resident staff is 
an important member of the team 
in the pre-operative study of the 
patient and helps—more than most 
realize — to reduce errors in sur- 
gical diagnosis. 

Education is not a one-way-traf- 
fic affair. It flows in both direc- 
tions: From staff member to resi- 
dent and from resident to staff 
member. Many of our surgeons 
have told me that they have gained 
more knowledge from our teach- 





ing program than they have con- 
tributed to it. 

The medical audit has been our 
most effective way of determining 
the extent of unnecessary surgery 
and controlling it. 

The audit committee may con- 
sist of the chief of surgery and 
one other member of the surgical 
staff, the pathologist and the ad- 
ministrator. The committee should 
not concern itself merely with 
comparing the pre-operative diag- 
nosis with the pathological find- 
ings. When the pathologist reports 
the tissue as appendix vermifor- 
mis, it does not follow necessarily 
that the particular operation was 
unwarranted, 

The committee must try to re- 
construct the clinical picture of the 
patient when the surgeon made 
his decision to operate. The mem- 
bers must ask themselves: Did 
clinical findings justify the sur- 
geon’s recommendation? 

If the findings did indicate the 
need of surgery, the surgeon should 
not be scored as doing an unneces- 
sary operation. If, on the other 
hand, the records reveal that the 


‘surgeon repeatedly used poor 


judgment in interpreting clinical 
findings, this should be brought to 
his attention by the chief of sur- 
gery and the administrator. He 
should be asked to have consulta- 
tion on future cases of similar 
nature. 

In doing a medical audit it 
should be remembered that medi- 
cine is not an exact science and 
that “hindsight is much better than 
foresight.” 
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Salaries: These Are the Trends 


Hospital employees worked shorter schedules 
in 1948 and their salaries continued upward 


HE TYPICAL hospital employee 
Tin 1948 worked fewer hours 
and drew more pay than his coun- 
terpart in 1947. The American Hos- 
pital Association’s fourth annual 
salary survey shows that the aver- 
age employee, as of August, re- 
ceived nearly 10 per cent more for 
his services in 1948 than the year 
before. And this was about 28 per 
cent more than in 1945. 

This typical employee also work- 
ed a shorter work week. The sur- 
vey recorded a decrease of nearly 
one hour in the work week since 
1947. The average week in 1947 
was 46.2 hours; in 1948, 45.4 hours. 

Other trends were continuing or 
in the making: More hospitals were 


paying cash for overtime work. 





SALARIES 


General Duty Nurses 











_ Average beginning salaries as reported 
in the American Hospital Association's 
1948 hospital salary survey. 
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More were paying automatic salary 
increases. More were granting 
extra pay for the evening and night 
shifts. A few more were grant- 
ing extra pay for split shifts. Fewer 
hospitals were furnishing complete 
maintenance as a substitute for 
cash. Salaries were showing some 
signs of standardization as the 
spread between highs and lows 
was narrowed. 

For the most part, these were 
trends that first were revealed 
when the Association conducted 
its second annual salary survey in 
1946. These trends, as they affected 
the beginning general duty nurse, 
can be shown this way. The gen- 
eral duty nurse who began work in 
a hospital in 1945 received an aver- 
age monthly starting salary of 
$155. Three years later the be- 
ginner was paid $204. She worked 
48 hours for that pay in 1945. In 
1948 she worked 45 hours. 

If she worked the evening shift 
in 1945 she was granted extra pay 
by 22.1 per cent of the hospitals. 
In 1948, 52.2 per cent granted that 
extra pay. The number that granted 
extra pay for the night shift was 
almost double the 1945 number. 

A sizable 60.6 per cent of the 
hospitals reported automatic salary 
increases in 1948 compared to 51.2 
per cent in 1945. More than 45 per 
cent paid cash for overtime work. 
Less than one out of three did so in 
1945. Another 8.1 per cent paid 
extra for split-shift duty in 1948. 

What was done for the general 
duty nurse was done also for un- 
trained men and women, clerks 
and practical nurses. The survey 
revealed what hospitals had to do 
to continue to compete with indus- 
try for good personnel. 

The average beginning general 
duty nurse received $204 a month. 
But. there were some variations 
from one part of the country to an- 
other. In the New England states 
the salary was an average $196 
and in the east south central states, 
$199. In the Pacific region the rate 


was higher than average—$212 a 
month. Without exception, all 
states and territories showed in- 
creases in salaries for general duty 
nurses in 1948. 

The general duty nurse who was 
working a 45-hour work week did 
not work as many hours as prac- 
tical nurses and untrained men and 
women. Those employees worked a 
46-hour week. Clerks, however, 
worked an average 44-hour week. 

There were some regional varia- 
tions in the work week. In the Pa- 
cific region, general duty nurses 
and clerks averaged 41 hours per 
week while untrained men and 
women and practical nurses aver- 
aged 42 hours. Untrained men in 
mental hospitals worked the long- 
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The average work week for all personnel 
during 1948 was 45.4 hours. Source: 1948 
hospital salary survey. 











est work week—49 hours. Other 
employees in mental hospitals did 
not vary more than two hours from 
the general average. 

Without exception, the general 
trend of extra pay for overtime and 
other than regular shifts con- 
tinued. The greatest percentage 
rise for extra pay for the night 
shift was shown for _ practical 
nurses. In 1947, 32.8 per cent re- 
ceived extra pay; in 1948, 68.3 per 
cent. 

Though hospitals generally were 
discontinuing the practice of fur- 
nishing maintenance in lieu of cash, 
it was still popular in the New 
England, south Atlantic, middle 
Atlantic and east south central re- 
gions. For example, 67.9 per cent 
of the hospitals in the south At- 
lantic area reported that they fur- 
nished complete maintenance to 
general duty nurses. At the other 
end was the Pacific region where 
only 8.5 per cent of the nurses re- 
ceived complete maintenance. The 
national average was 35.7 per cent, 
a decline of 7.4 per cent from 1947. 

The size of a community also 
seemed to have a bearing on the 
practice. Hospitals in towns under 
2,500 population reported the high- 
est percentages of complete main- 
tenance. to employees. The lowest 
percentages were reported by hos- 
pitals in cities of 500,000 to 1,000,- 
000. 

An innovation of the 1948 sur- 
vey was a question concerning 
labor contracts. Of the 2,437 hos- 
pitals returning the questionnaires, 
only 94 (4 per cent) reported hav- 
ing signed labor contracts with em- 
ployees. Twenty-three of the 94 
said that they had signed labor 
contracts with employees but did 
not report the number or groups 
covered. Of the 71 others, 23 re- 
ported signed contracts with 1,031 
general duty nurses. Hospitals in 
California and Minnesota reported 
contracts with the largest number 
of general duty nurses. In those two 
states, contracts were signed with 
nurses through the state nurses’ 
associations. 

The completed survey report was 
mailed to Association hospitals late 
last month. It contains statistical 
salary information classified ac- 
cording to state, size of hospital, 
size of community, type of owner- 
ship and type of service. 
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Uninformed Victims 


DuRING THE PAST FIVE YEARS, I have seen enough financial state. 
ments from hospitals to convince me that many a superintendent is 
the uninformed and uncritical victim of a bookkeeper who is merely 
carrying on a routine learned from the previous bookkeeper. Boards 
of trustees, in many localities, meet year after year to listen to finan- 
cial reports that are a jumble of operating, non-operating and capital 
items. Those who do not know keep still to conceal their ignorance; 
those who do know sooner or later are likely to give unpleasant 


expression to their disgust. 
kw 


There is great help to be had in sitting down with the superin- 
tendent of another hospital and comparing the earnings and expenses. 
The proper representative of every nonprofit hospital ought to bring 
to his state meeting a copy of the hospital’s financial report for the 
year. These reports ought to be exhibited—in groups according to 
the size of the hospitals—where they can be examined by everyone. 
When you have found a hospital that does better than you at some 
point, sit down with the superintendent of that hospital and see if 
you can’t learn something worth knowing. And you probably can 
help him, too. 

“ww 


Some months ago I attended a meeting of representatives of 60 
hospitals. The question, “Are you operating in the black?” was asked 
and a few hands went up. Then came the question, “How many are 
running in the red?” and there were a few more hands. Fully half 
the superintendents present did not respond either way. They either 
did not know or they wanted to be secretive about it. Neither excuse 


is valid. 
woe 


In a recent article Henry T. Maschal, who specializes in hotel 
accounting, says: “The uniform system in hotels has been so gen- 
erally adopted that there are comprehensive trade studies prepared 
setting forth operating ratios for hotels in various geographical areas, 
various size groups and various rate groups. Such studies permit the 
hotel operator to check his own performance with similar hotels.” 
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It is not safe to have your local public accountant, or the book- 
keeper at the bank, or the bookkeeper who works for the president 
of your board put in a bookkeeping system for you unless he is 
willing first to make a study of hospital accounting. Otherwise he 
probably will do little more than adopt your present nomenclature. 
Write to the American Hospital Association for its manual on hos- 
pital accounting. Put it into the hands of your local accountant and 
tell him that is what you want, or ask for help from some other 
hospital superintendent who has used it successfully. 

Making a change in the bookkeeping system is always a bother, 
and sometimes a struggle. Some of the people in the nursing depart- 
ments will not want to bother to send down the charges daily. Tell 
them that is the way you pay their salaries. If your bookkeeper 
persists in the feeling that the old way is better, she probably can 
thwart your efforts unless you understand the procedure well enough 
to insist upon it and to check on full acceptance. You might have to 


change bookkeepers. 
Excerpts from a paper by Harold K. Wright, general superintendent of the Methodist 


Hospital, Sioux City, Iowa, at regional conferences sponsored by the Iowa Hospital Asso- 
ciation during 1948. 





HOSPITALS 





lesce 
while 
the p 

The 
Conv: 
Patier 
Posts 
No o1 
this 2 

The 
three 
tient ‘ 

It is 


FEBRUA 


A VIEW from the garden shows the convalescent hospital's bedroom wings, the terrace and the windows to the recreation room beyond it. 


Convalescent Care 


Design for Beauty and Economy 


RCHITECTURAL DESIGN can make 
A an institutional building effi- 
cient or inefficient, expensive or 
inexpensive to operate. 

Before planning a new $750,000 
building for the Brooklyn Jewish 
Home for Convalescents, the archi- 
tects and directors of the institu- 
tion tried to find an existing struc- 
ture that met all the requirements 
of a pattern for a convalescent 
home. 

We were able to find nothing 
that was a clean-cut convalescent 
home. Most of the structures either 
were converted from some other 
use or were used for other pur- 
poses besides convalescing. Finally 
we decided to work out the con- 
cept and plans for this building to 
suit the requirements of conva- 
lescents as we had found them 
while operating a similar home in 
the past. 

The Brooklyn Jewish Home for 
Convalescents takes three types of 
patients: Cardiac, medical and 
postsurgical. All are ambulatory. 
No one who can pay may enter 
this 27-year-old institution. 

The maximum authorized stay is 
three months, but the average pa- 
tient stays about two weeks. 

It is financed by a parent body 
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called the Brooklyn Jewish Home 
for Convalescents and by a number 
of auxiliaries. It receives no con- 
tributions from any public or civic 
organization. For these reasons, the 
building had to be planned and 
constructed with operating effi- 
ciency and economy in mind. 

At the very outset it was decid- 
ed that, being a convalescent home, 


A TYPICAL bedroom is functionally simple. 


the building would have but one 
story, thus avoiding the use of 
stairs for patients. There was 
enough land available. A _ slight 
variation in the ground level made 
it possible to arrange for basement 
space in one portion of the build- 
ing. This space now houses the 
boiler room and provides em- 
ployees’ quarters and_ storage 
space. 

The building, as planned, com- 
bines hospital efficiency, rest home 
convenience and resort atmos- 
phere. All details of rooms and in- 
terior finishes follow hospital prac- 
tice. The public rooms are much 
like those in a rest home, while 
conveniences and grounds are the 
type normally found in a vacation 
resort. 

Architecturally it is a cross be- 
tween a fine hotel, a country club 
and a hospital. It was designed for 
exceptional ease in maintenance to 
keep operating costs down without 
sacrificing a feeling of restfulness 
and comfort. It can be maintained 
as efficiently as the most modern 
hospital, yet it does not have the 
antiseptic or barren look of many 
hospitals. 

The 100-bed building is laid out 
in the form of a “U’’, the legs of 
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which are the bedroom wings, one 
for men and one for women. The 
connecting wing contains the pub- 
lic rooms, kitchen, dining room and 
reception lobby. The space be- 
tween the two wings forms a gar- 
den, enclosed on three sides for 
protection against prevailing winds 
but permitting sunlight in the gar- 
den all day. 

The garden is laid out in walks 
to permit convalescents to exer- 
cise. Benches and a pergola afford 
resting places at almost every 
point of the garden walks. The ter- 
race, which connects the men’s and 
women’s wings and is easily ac- 
cessible to both, faces south and is 
furnished with deck chairs, making 
it an ideal place for sunbathing in 
both summer and winter. 


The bedrooms are an innovation, 
so far as this writer knows. Each 


contains two beds set in tandem, . 


with a dresser separating one bed 
from the other. This affords pri- 
vacy to both patients. 


UNEINISHEO 


BASEMENT PLAN 
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By using the corridors as plenum 
chambers for a mechanical exhaust 
system and by providing each door 
with a louvered opening, we 
achieve cross - ventilation from 
window to door. The beds are set 
away from the path of air move- 
ment between the window and the 
door so that neither guest is in a 
direct draft. 

Each bedroom is equipped with 
all-metal furniture, colorful bed- 
spreads and matching drapes on 
the windows. Each room is decor- 
ated in two colors to overcome the 
long, narrow effect. Six color com- 
binations were worked out and 
used in such a manner that each 
room seems to be different from its 
neighbor. 

Like a dormitory, each wing is 
equipped with a group toilet and 
bathroom. Shower rooms and bath- 
room compartments are separated 
by marble walls. 

Each wing has a nurse’s room 
and bathroom, a nurse being in at- 
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CONVALESCENT HOME 


tendance whenever patients are in 
the bedroom wing. Closets large 
enough to hold all the outer gar- 
ments of the patients are provided 
in each wing. 

The public or recreation rooms, 
which connect the two bedroom 
wings, contain a _ lobby large 
enough to accommodate entering 
patients on admission days. The 
dining room seats 100 people, or 
the full bed capacity of the home. 
The office has a glass screen front 
wall facing the lobby. 

The connecting wing also in- 
cludes a card room, a library and 
a combination club room and sit- 
ting room, which can be separated 
by folding leather curtains. Toilets 
are provided in this section so that 
guests need not go back to the bed- 
room wings. 

Although this home is non-sec- 
tarian, a chapel has been provided 
for Hebrew services. 

A clinic is provided for postop- 
erative and other prescribed medi- 
cal treatments that the guests may 
require. A resident physician’s 
room is near the clinic. 

The basement, which may be 
reached either from the first floor 
or by means of an outside door- 
way not connected with the patient 
portion of the home, has all of the 
employees’ living rooms, recreation 
rooms and toilets. Storage space, 
the boiler room and a workroom 
complete the basement facilities. 

The building has radiant heating 
with circulating water as the heat- 
ing agent. There are no exposed 
radiators except in the basement. 
All heating coils are embedded in 
the concrete floor. There are two 
boiler installations, one serving as 
a standby in case of mechanical 
difficulties. 

Heating coils have been embed- 
ded in the terrace as well as the 
entrance to keep these areas free 
of snow. The heating system has 
been zoned into four areas corres- 
ponding to the four points of the 
compass. Exterior and _ interior 
thermostatic controls automatical- 
ly regulate the heat and maintain 
uniformity in spite of varying 
weather conditions. 

A gas-fire garbage destructor in 
the boiler room disposes of all 
refuse. 

The home’s laundry is done off 
the premises, but an automatic 
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laundry machine is provided for 
those who may wish to wash their 
own clothes and for the personal 
laundry of the employees. 

The entire building is equipped 
with an exhaust ventilating sys- 
tem, with the corridors acting as 
plenum chambers in the bedroom 
wings and with direct exhaust 
grilles leading from all public 
rooms. 

The building has exterior brick 
walls, steel framing and concrete 
slab construction. All sash is of 
steel. All floors are cement and 
most are covered with asphalt tile. 
The floors of the lobby, the clinic 
and the bathrooms are terrazzo. In 
the club and sitting rooms and the 
library, the floors are covered with 
rubber. 

Most walls are. plaster. The 
chapel and the club and sitting 
rooms are wood-paneled. The din- 
ing room has linowall wainscot- 
ting. Bathrooms and the clinic have 
tile wainscotting. 

Ceilings in the public rooms are 
of acoustical tile, but all others 
are of plaster. 

The convalescent home main- 
tains a certain schedule which, in 
a great measure, determined the 
planning of the entire building. No 
bed patients are kept in the home. 
Should any patient become con- 
fined to his bed, he either is re- 
turned to the hospital from which 
he was received or is sent else- 
where for treatment. 

Patients rise, dress and go to 
breakfast at set times. After break- 
fast they are not permitted to re- 
turn to the bedroom wings. If the 
weather is clement, they are en- 
couraged to spend their time on 
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ADEQUATE lighting and comfortable chairs 


are distinctive features of the library. 


the terrace or in the gardens, but 
they may stay indoors if they wish. 
In inclement weather, there is suf- 
ficient space in the public rooms 
to take care of the full complement 
of 100 patients. 

After lunch patients are asked 
to return to their bedrooms, where 
they remain until approximately 
three o’clock. All patients must 
rest at that time. None is permitted 
in the public rooms. After three 
o’clock all patients must return to 
the outdoors or to the public rooms, 
where they remain until dinner 
time. After dinner they again oc- 
cupy themselves in the public areas 
until bedtime, when all must re- 
turn to their rooms. 

This routine has been worked 
out for the convalescents’ benefit. 
It gives them a sufficient amount 
of rest but enforces a _ certain 


THE MODERN sitting room (left) and the spacious terrace (right) are arranged for the convenience of patients as well as for beauty. 





amount of movement and fresh air 
to promote convalescence. 

This routine also makes it possi- 
ble to maintain the home properly, 
giving the chambermaids set times 
in which to make up bedrooms and 
to clean public rooms when they 
are free of patients. 

The home has set days for ad- 
mission. Upon admission all are 
given a cursory examination by 
the resident physician. Later they 
are examined more _ thoroughly. 
Case histories are studied and in- 
dividual treatment schedules are 
worked out. 

Clinic hours are maintained dur- 
ing the day, when patients are sup- 
posed to be outdoors or in recrea- 
tion rooms. A number of attend- 
ant physicians are called in when 
specialized services are needed. 

The staff consists of one social 


service director, a secretary, aresi- — 


dent supervisor, one resident phy- 
sician, one registered nurse and 
two practical nurses. 

A registered or practical nurse is 
in attendance 24 hours a day. 

The kitchen has one chef, two 
kitchen helpers, one dishwasher 
and three waiters. Three meals are 
served each day, as well as a snack 
before bedtime. 

For maintenance there are two 
porters, two chambermaids and 
one housekeeper. The rest of the 
staff consists of one shopper, one 
chauffeur, one relief man, one 
watchman and one engineer. 

There are, in addition, an office 
girl and an occupational therapist. 

The total budget, including food, 
salaries, materials and additional 
equipment, is estimated at $140,000 
to $150,000 a year. 
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Convalescent Care 


A Report on 21 Years’ Service 


LL GROUPS that have recom- 

mendations for the planning 
of integrated hospital service ad- 
vise general hospitals to expand 
their services to include convales- 
cent care. About two years ago 
this was recommended by the 
Commission on Hospital Care. 
More recently the Hospital Council 
of Greater New York, in develop- 
ing its master plan for New York 
City, recommended: “The number 
of beds for convalescent care to be 
added in each hospital should be 
equivalent to 25 per cent of its gen- 
eral bed capacity.’ 

Since 1927, St. Luke’s Convales- 
cent Hospital has carried out a 
medical-care program for conva- 
lescent patients. We believe that 
the program described represents 
a good type of convalescent care. 
Since the per-patient-day cost of 
this type of care represents an in- 
vestment of only about 50 per cent 
of the acute hospital patient-day 
cost, we think more _ hospitals 
should include convalescent care 
facilities in their planning. 

The board of managers of St. 
Luke’s Hospital gave serious 
thought to the problem of conva- 
lescence as early as 1908. Real 
progress was not noted until 1925. 
That year the board’s annual re- 
port contained this entry: 

“The great event of the past year 
was the munificent gift of Mrs. 
Hicks Arnold, of her place in 
Greenwich, Conn., known as ‘By- 
ram Woods’ and a further gift from 
her ... to erect thereon a conva- 
lescent hospital . . .” 

That is where the St. Luke’s 
Convalescent Hospital was placed, 
30 miles from the parent hospital 
in New York City. 


The Plant 


The fireproof buildings were 
Planned for use as a convalescent 
hospital. The main building was 
opened December 20, 1927. It 
houses the administration offices, 
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all service facilities, wings for 
nurses’ residence and service em- 
ployees’ residence, elevator, rooms 
for about 55 adult patients and a 
15-bed ward with its own open- 
roof terrace for the care of children 
requiring complete bed rest. It 
also has a beautiful, large patients’ 
dining room. 

There are _ recreation rooms 
equipped for sound movies, radio 
and television, game rooms for 
ping-pong, billiards and a variety 
of table games. This building also 
has x-ray and fluoroscope rooms, 


laboratory, surgical dressing room, , 


occupational therapy rooms, pa- 
tients’ library, hospitality shop, 
barber and beautician shop, sun 
decks for patients and classrooms 
for the teaching staff, student 
nurses and patients who are school- 
age adolescents. 

The children’s building, con- 
nected to the main building by 
closed passageways, was opened 
May 31, 1932. This building pro- 
vides all the necessary facilities for 
the care of ambulatory convales- 
cent children to 12 years of age. 
The entire building is equipped 





By Definition 

Convalescence, as discussed 
by the authors, is the period 
following any condition, 
whether acute or chronic, 
mental or physical, during 
which the patient has oppor- 
tunity and help in making the 
physical and emotional read- 
justments necessary to pre- 
pare him for his return to the 
community. 











with ultra-violet air-sterilization 
lamps. 

This three-story elevator build- 
ing has a six-bed nursery unit with 
its own sun deck and utility rooms. 
It has a cubicled isolation unit of 
three beds, and five wards of two 
to 12 beds to accommodate 42 chil- 
dren. The children are assigned 
to rooms according to age and sex. 
There are a dining room, school- 
room, playroom, glass-enclosed sun 
porches, an open-air covered play 
porch with complete outdoor play- 
ground equipment, a surgical dress- 
ing room, and a service pantry on 
each floor. 

All patients, both children and 
adults, are offered a single grade 
of patient care. In the adult de- 
partment this care is equivalent to 
semiprivate care in an acute hos- 
pital. There are ample bath facili- 
ties for both male and female pa- 
tients on each floor; no patient 
room is equipped with a private 
bath. There are nine single, 14 
double, two four-bed and two five- 
bed rooms. The rooms are cheer- 
fully decorated. Gatch beds are 
used wherever indicated. Room 
assignments are determined on the 
basis of the patient’s medical and 
emotional condition. 


The Staff 


The resident staff consists of an 
administrator and five office em- 
ployees, a supervisor of nurses with 
a staff of nine registered nurses, 
eight student nurses who serve on 
a six weeks’ rotation basis during 
their senior year of training at the 
parent hospital, and 11 practical 
nurses. There are a trained dieti- 
tian with a staff of 13 employees, 
a housekeeping staff of nine and 
a staff of 13 for the maintenance of 
buildings and grounds. In addi- 
tion, there are a resident chaplain, 
laboratory technician, occupational 
therapist, four recreational thera- 
pists and, during the school year, 
a New York City school teacher. 
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The medical staff has a coordi- 
nator of medical staff who is at the 
hospital from 9 A.M. to 1 P.M. five 
days a week. He is a regular mem- 
ber of the medical board of the 
parent hospital. There is a well- 
organized staff of 18 local medical 
specialists who live within a 10- 
mile radius from the hospital. 

This attending staff covers the 
fields of internal medicine, general 
surgery, pediatrics, ophthalmology, 
otolaryngology, dermatology, hem- 
atology, allergy and dentistry. 

This staff is augmented by the 
advice and services of the entire 
medical staff of St. Luke’s Hospital, 
New York City. There also is a 
local consulting psychiatrist with 
a close operating liaison between 
the convalescent hospital and the 
mental hygiene clinic of the parent 
hospital. 

All employees receive free medi- 
cal care and are examined periodi- 
cally. Examination includes chest 
x-rays and Wassermans. 

During 1947, 25 attending phy- 
sicians made 580 visits to the con- 
valescent hospital and four attend- 
ing doctors saw four patients in 
their private offices. During the 
same year, the surgical-dressing 
nurse completed 1,901 surgical 
dressings and 1,205 special treat- 
ments. The laboratory technician 
did 5,243 separate tests, 21 electro- 
cardiograms, 34 basal metabolic 
rates and took 98 x-ray pictures. 

The laboratory can do hemoglo- 
bins, complete blood counts, sedi- 
mentation rates, blood sugars, 
blood ureanitrogens, bleeding and 
clotting time, urinalysis, micro- 
scopic examinations of stools and 
vital capacity tests. Other more 
elaborate tests are done at the 
parent hospital laboratory at New 
York City. 


Patient Load 


In 1947, 950 patients were ad- 
mitted to the convalescent hos- 
pital. St. Luke’s Convalescent Hos- 
pital is equipped for practically all 
types of convalescent care except 
mental cases or adult patients re- 
quiring complete bed care. It ac- 
cepts patients without distinction 
as to age, sex, race or creed. 

A total of 661 adult admissions 
were divided into: Male medical, 
131; female medical, 142; male 
surgical, 171; female surgical, 217. 
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ONE HOUR of individual instruction is given 
each convalescent school-age child daily. 


A total of 289 children were ad- 
mitted as: Male medical, 151; fe- 
male medical, 115; male surgical, 
18; female surgical, 5. 


These 950 patients stayed a total 
of 27,791 days (see table, ‘One 
Year of Convalescent Care’). The 
days were divided into 6,475 adult 
medical days, 8,042 adult surgical 
days and 13,274 children days. Of 
the total patient days of care, 10,- 
672 days (31.4 per cent) were paid 
for at the full daily rate which 
represents about 80 per cent of the 
actual per-patient-day cost. An- 
other 4,182 patient days (15.05 per 
cent) were paid for in part, 4,036 
(14.52 per cent) were paid for by 
the City of New York at a rate 
which was roughly 25 per cent of 
the patient-day cost, and 8,901 
(32.03 per cent) of the total days 
of care were rendered free of any 
charge to the patient. 

Most patients are admitted from 
the wards and clinics of St. Luke’s 
Hospital, New York City, where 
the medical staff makes the de- 
cision of eligibility for convales- 
cent care. About 25 per cent of 
the admissions are accepted from 
other New York City agencies, the 
acute hospitals in the territory sur- 
rounding the convalescent hospital 
and from the welfare departments 
of the State of Connecticut and of 
Westchester County, New York. 
Applications for admission of these 
patients must be accompanied by a 
medical summary of the patients’ 
cases. This summary is reviewed 









by a member of the hospital medi- 
cal staff who passes on the patient’s 
admission. 


Patient-Care Program 


All patients are seen by a phy- 
sician within a few days after ad- 
mission to the convalescent hos- 
pital. At this time the attending 
physician reviews the patients’ 
past histories and evaluates their 
present physical and emotional 
status. He discusses the purpose 
of convalescent care and the mo- 
dalities to be used to get the de- 
sired results. With patients from 
St. Luke’s Hospital, this procedure 
is easier because their whole record 
accompanies them to the convales- 
cent hospital. 

We believe that intimate and ac- 
curate knowledge of the patient’s 
past history and acute hospital 
findings is a prerequisite to the 
rendering of proper convalescent 
care. All convalescent institutions 
should refuse to accept referrals 
from any agency unless the admis- 
sion is accompanied by a suitable 


resumé. If all convalescent insti- 


tutions were unanimous in this 
practice, the inertia of the refer- 
ring agencies would be promptly 
overcome. 

During the patients’ stay at the 
convalescent hospital, a_ special 
chart is kept for each patient. This 
includes a face sheet with the usual 
information regarding name, ad- 
dress, sex, religion, age, nearest 
relative, referring agency, date of 
admission, date of discharge and 
diagnosis. There also is a tempera- 
ture record sheet, doctors’ order 
sheet, nurses’ notes, laboratory 
sheet, height and weight record 
and doctors’ progress notes. 

All patients are seen by a physi- 
cian as often as necessary during 
their stay and progress notes are 
entered at each visit. 

Each patient, before discharge, 
must be seen by a physician who 
enters a final note. For the pa- 
tient coming from the parent hos- 
pital, the convalescent hospital 
record returns with the patient's 
unit chart and becomes a part of 
the unit chart. For the patient ad- 
mitted from other sources, the 
chart is filed at the convalescent 
hospital, and a written report of 
the patient’s progress is sent to the 
reierring agency or doctor. 
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Staff organization is very impor- 
tant in a convalescent hospital’s 
program of rehabilitation for most 
of the staff are in daily contact 
with the ambulatory patients. We 
have weekly staff conferences of 
all nursing employees, the dieti- 
tian, recreational therapist and the 
coordinator of medical staff ac- 
tivities. At these conferences all 
newly admitted patients are dis- 
cussed, and the coordinator ex- 
plains measures to be taken to 
meet some special need of the in- 
dividual patient. There is a dis- 
cussion of the emotional factors in- 
volved in the general care of all 
patients and in the individual care 
of special problem cases. 


Orientation 


The coordinator lectures to each 
new group of student nurses to 


orient their thinking. This is to. 


the advantage of both the patients 
and the nurses. The psychologist 
from the mental hygiene clinic of 
the parent hospital holds periodic 
conferences. with the children’s 
staff. He aids them in their re- 
actions to some of the special emo- 
tional and behavior problems 
encountered in any children’s in- 
stitution. Through these confer- 
ences, we feel we have developed 
a genuine interest among the staff 
members in the scientific approach 
to the various disturbing incidents 
and problems that occur regularly 
in the hospital. 

The attending medical staff 
members are in close contact with 
the coordinator and cooperate in 
carrying out special programs. The 


occupational therapist for adults 
performs special occupational ther- 
apy designed to improve the 
physical function of a part, accord- 
ing to the prescription of the at- 
tending physician. For instance, 
the return of arm function follow- 
ing a radical mastectomy is greatly 
hastened by. such occupational 
therapy activities as large loom 
work and large basket weaving. 
We feel that a physiotherapy 
department, with a well-trained 
physiotherapy technician under 
the supervision of a qualified medi- 


‘cal physiotherapist, would benefit 


the patient. We hope to develop 
such a department in the near 
future. 

The use of leisure time of the 
adult patients, especially in the 
evening when outdoor activities 
are not practiced, plays an impor- 
tant part in the improvement of 
patients’ morale. We have, there- 
fore, a recreational therapist on 
duty until 9 P.M. in the adult de- 
partment. He organizes various 
types of group activities, operates 
our television set when appropriate 
programs are being shown and 
makes a serious effort to create a 
happy pleasant environment in our 
recreation rooms. 

The medical-care program is 
somewhat unique to this institu- 
tion. We feel that convalescent 
patients have many fears and 
doubts about their physical re- 
covery and their personal prob- 
lems. I1Iness makes these fears and 
doubts become magnified either in 
fact or in imagination. 

Each adult patient is interviewed 


by the coordinator of medical staff 
within a few days after admission 
to the convalescent hospital. The 
patient’s physical status and how 
to improve it are fully discussed. 
All special measures in the recovery 
program are explained. The re- 
sults of this individual-approach 
program have been very gratify- 
ing. Many patients who might 
have left the institution against 
advice, or who would have had to 
be returned to. the acute hospital 
because of disturbing symptoms, 
have come through the difficult 
stage of the convalescent period 
successfully. 


Children’s Program 


In the children’s departments, 
each child admitted is thoroughly 
discussed by the coordinator and 
the attending pediatrician. Where 
practical, special measures are ex- 
plained to the child. In all cases, 
a definite program is outlined and 
explained to the staff. All children 
of school age receive, one hour of 
individualized school work from a 
fulltime New York City school 
teacher assigned to the convales- 
cent hospital. 

It is our policy never to dis- 
charge a patient until we feel that 
all possible improvement has taken 
place even if this means a rela- 
tively long stay at the convalescent 
hospital. Thus the average length 
of stay now is slightly more than 
29 days. No patient is required 
to do any type of work for the in- 
stitution. 

We feel that a patient’s welfare 
is served best by a judicious com- 





Patients 
oe nM 
Cardiovascular ........... 89 
Chest (not tuberculosis) 
Medical... eae 3 ee 
Surgical .. : 55 
Dermatology -........... =. 3 
Functional Be eetn t S. OU 
Sastro-enterdélogy 
Medical . 17 
Surgical ... : eset 22 
Senito-urinary 
Medical ....... 
Surgical ....... 
Synecology .. 
Hematology ........ 


Classification 





Number of Total Length 
of Stay 


2,360 


1,008 19 


259 43 


Classification 
Malignancies .. 


Metabolic 
Neurological 
Nutritional .. 
Opthalmology 
Orthopedic ..... 
Otolaryngology 
Peripheral vascular 
Rheumatic disease 
Surgery (general) 


94 18 
165 12 


522 30 
466 21 


96 35 
501 14 
422 16 
302 27 


Miscellaneous 


TOTAL 


26 Medicine (general) 


ONE YEAR OF CONVALESCENT CARE 


Admissions Classified by Diagnoses, St. Luke's Convalescent Hospital, Greenwich, Connecticut 


Average 
Length 
of Stay 


630 35 


Average 
Number of Total Length Length 

Patients of Stay of Stay 
4\ 930 22 
69 1,446 20 
23 587 25 
5 228 45 
37 1,637 44 
18 423 23 
62 2,305 37 
64 1,467 22 
8 211 26 
70 2,953 42 
140 2,533 18 


Tuberculosis {non-contagious).. 9 516 59 


él -3,875 63 


. 950 27,79 | 29 
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bination of routines and freedoms. 
During periods of convalescent 
care there are many unassigned 
hours. We found that the average 
patient enjoys and benefits from 
certain routines which he can look 
forward to from day to day. With 
this in mind, we have a non-sec- 
tarian chapel service every day at 
9 A.M. and a daily rest period from 
1 to 2 P.M. Surgical dressings are 
given according to a definite sched- 
ule. Occupational] therapy and 
doctors’ visits are given by ap- 
pointment. There are visiting hours 
every Saturday and Sunday and at 
other times by appointment. Ex- 
cept for these routines, the adult 
patients are allowed freedom of 
choice of activities. 

Child patients are afforded a 
wide variety of organized recrea- 
tion as well as periods of free 
play. We discovered by experience 
that it was most difficult to book 
the children’s hours between sup- 
per and bedtime. Most of the 
physical accidents occurred during 
this period. “Children over five or 
six years were not ready to go to 
sleep at 7 P.M. and therefore were 
mere apt to get into trouble. Be- 
cause of this, we have developed 
the system of organized group ac- 
tivity in the evening for the older 
children. Bedtime has been post- 
poned until 8:30 p.m. This idea 
has been successful and now most 
of our children go to sleep prompt- 
ly after being put to bed. 


Social Service 


From 21 years’ experience we see 
that any size convalescent hospital 
should have a trained social service 
worker on its staff. This person 
acts as a liaison officer between the 
patients, their home environments 
and the referring agencies. In 
small institutions such a service 
might be given on a part time basis 
through existing social service fa- 
cilities in the nearby towns. 

In St. Luke’s Convalescent Hos- 
pital, the social service department 
of the parent hospital maintains 
close contact with patients at the 
convalescent branch. Telephone 
reports from the convalescent hos- 
pital are made once or twice a 
week. Social wo:kers visit the 
patients periodically. 

An important department of the 
convalescent hospital is the dietary 
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A CONVALESCENT child learns to walk 
again under the treatment prescribed for her. 


department. At St. Luke’s Con- 
valescent Hospital the dietitian is 
personally responsible for a daily 
average of 12 to 15 special diets. 
These are: Measured diabetic diets, 
salt poor diets, Meulengracht diets, 
measured obesity diets, high pro- 
tein diets, low residue diets, Grohl- 
man diets, allergy diets, special in- 
termediate diets for young chil- 
dren and any other special diets 
which may be ordered. 

An analysis of our house diet in 
June 1948 showed that it equaled 
or exceeded the daily dietary al- 
lowances recommended by the 
Food and Nutrition Board of the 
National Research Council.” 

Many of our patients exceed 
this daily intake because they are 
encouraged to ask for second serv- 
ings. We use home-grown vege- 
tables, purchase supplies through 
the parent hospital and have care- 
ful supervision by our dietitian. 
Because of this we were able to 
serve food at an average cost of 
28 cents per meal during the year 
1947. This represents only the 
actual cost of raw food purchased. 
Upon discharge, all patients whose 
nutritional status has been an im- 
portant factor are given a printed 
diet instruction form to be fol- 
lowed at home. 

In the nursery department we 
exercise special care to avoid food 
contamination. All pasteurized 
grade A milk is delivered to the 
nursery in bottles. They are not 
opened until ready to be served or 


to be made into formulas. Strained 
vegetables and meats are deliverec 
to the nursery in sealed container: 
and are not opened until ready t 
be served. As a result of thes« 
precautions, our incidence of diar- 
rheal disease has been unusually 
low for an indwelling institution. 


Research 


There are many different kinds 
of convalescent care and convales- 
cent institutions. We do not know 
what factors cause the wide varia- 
tions in the response of individual 
patients to convalescent care. Ap- 
preciation of these facts led St. 
Luke’s Hospital to initiate a re- 
search program at its convalescent 
branch. This program was estab- 
lished April 1, 1948. We have 
started on a 15-year program of 
the study of the convalescent state. 

Studies are now underway on 
problems such as: The value of 
high protein feedings in the con- 
valescent state, both with normal 
diet and with protein concentrate 
supplements; the effect of various 
types of drugs and foods on blood 
and hemoglobin regeneration; the 
study of modalities to be employed 


‘ in determining whether a rheu- 


matic infection is active or inac- 
tive. Other studies have been car- 
ried out at St. Luke’s Convalescent 
Hospital and the results have been 
published.?*.4.5.6,7 
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Equalizing the Laboratory Fee 


Unit Charges on a Sliding Scale 


OSPITAL LABORATORIES are faced 

with a dual problem in as- 
sisting the attending doctor in the 
diagnosis and care of his patient. 
If the charges are too high, doctors 
will be reluctant to utilize this 
service. Yet the hospital should 
receive sufficient income to meet 
the expense of maintaining a lab- 
oratory. 

The Toledo Hospital has a point- 
charging system that takes care of 
both problems. It is considerate 
to the patient and fair to the hos- 
pital. It encourages the attending 
doctor to utilize the facilities of the 
laboratory for the best interests of 
the patient. 

Our point system was developed 
because of the criticism of charging 
methods that are in common use 
now. For 18 years the point sys- 
tem has satisfied the community, 
the physicians and the hospital. It 
also has been adopted by some 
other Toledo hospitals. Apparently 
the method has withstood the test 
of time. 


Charging Methods 


The three best known and com- 
monly used methods of charging 
for laboratory work are: (1) A flat 
rate which covers as many labora- 
tory procedures as the physician 
requires; (2) a rate that includes 
room, laboratory, routine drugs 
and dressings; (3) a charge for 
each laboratory examination. 

The first method is fair to neither 
the patient nor the hospital. If 
there are just a few examinations, 
the patient is overcharged. If there 
is too much laboratory work the 
hospital loses money. Though it 
may balance itself for the hospital, 
it obviously does not do so for the 
patient. The same criticism applies 
to the second method as well as to 
the first. 

The third method is inhibitory 
to sufficient and proper laboratory 
Service. The doctor may skimp on 
the number of examinations or he 
may eliminate all but those he 
thinks are essential. Hence the 
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diagnosis and care of the patient 
suffers. 

The point system that we use to 
avoid these criticisms consists of 
two essential parts. Each labora- 
tory examination or procedure is 
assigned a number of points based 
on the cost of the procedure to the 
hospital. To encourage use of cer- 
tain laboratory procedures, they 
have been given relatively low 
point values. 

The second part of the system is 
a sliding schedule of unit charges. 
The charge for a laboratory proce- 
dure depends on the number of 
points assigned to it (see point des- 
ignation and fee schedule). 

Point designations vary from one 
to 10. Only a complete spinal fluid 
examination carries the highest 
point rating. Most of the proce- 
dures have values of two or three 
points. 

A regular sliding scale of charges 


is established for point groupings 
up to 50 points. These charges 
range from $3 to $35. 

Fees are determined by indi- 
vidual cases if the number of 
points charged against a patient 
exceeds 50. Rarely, however, is a 
special charge justified for labora- 
tory service that exceeds 50 points. 
This special charge is never made 
unless it is felt that the excess 
amount of work required for the 
patient places a financial burden on 
the hospital. If a special charge 
is justified, the amount is deter- 
mined by the pathologist and the 
patient’s discharge is not delayed 
unnecessarily. 


Information Requests 


Though it might be expected that 
many patients would want to be 
shown'a breakdown of laboratory 
charges on the statement, few re- 
quest such a list. If the request is 
made, we do supply the informa- 
tion. The laboratory office is able 
to supply that promptly. 

A sampling of laboratory charges 
for 100 unselected patients was 
made recently to show what the 
system means to patients. The 





Patient 
Age 
Attending Physician 
Nature of: 
Examination requested 


Report desired STAT 
in A.M. 
in P.M. 


Date and time request went to laboratory 


Date and time request received 





THE TOLEDO HOSPITAL 
Request for Laboratory Work 


1948 Nov 22 AM 11 50 


Room 











LOS. 
Baso 


Other Cells 
RBC changes 





Color TiNNlGiaée ee eeeeeeue 
oaturation Ind@is...<cices 
Clot retraction. .ccccccce 


1948 Nov 22 PM 12 37 





ON THE DOCTOR'S orders, the nurse completes the face of the request card. Results are 
entered on the reverse side by the laboratory. To save time, details are rubber stamped. 
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average charge was $13.38. Of 
the 100 patients, 48 paid from $3 
to $7.50; 20 paid from $10 to $15 
and the others were charged from 
$15 to $35. 

The mechanics of scheduling and 
charging laboratory services are 
relatively simple. The laboratory 
is notified when a patient is ad- 
mitted to the hospital. Once a day 
the admitting office sends the lab- 
oratory a copy of the admission 
sheet with the name of the patient, 
the hospital room and the attend- 
ing doctor. Upon receipt of this 
form, the laboratory clerk types up 
an admission card. This is a 3x5- 
inch card that contains the in- 
formation supplied by the admit- 
ting office. This card is filed alpha- 
betically in a box on the desk of the 
clerk, within easy reach of the tele- 
phone. 

The next step is the attending 
doctor’s request for laboratory 
work. The request is in the form 
of a card which is filled out by the 
nurse from the doctor’s order card. 
The request card (see illustration) 
contains the name of the patient, 
the room number, the attending 
doctor’s name and the nature of the 
laboratory examination desired. 

To obviate interdepartmental 
misunderstanding the request card 
is stamped with: The time of the 
request, the time the work is com- 
pleted and the time the report is 
made. 


Request Card 


The request card is sent down 
by the nursing department to the 
laboratory and the card is time 
stamped. When the laboratory of- 
fice gets the card, the work is 
charged on the admission card. 
Since each laboratory examination 
is given a number of points, the 
clerk records them with the abbre- 
viation for the type of work and 
the date of the request. A dash 
separates the data for each exami- 
nation. The request card then is 
turned over to the technician. 

On the reverse side of the request 
card, the technician records the re- 
sults of the examination. To mini- 
mize bookkeeping for the techni- 
cian, the laboratory work details 
are rubber stamped on the card. 
The examination results are re- 
turned to the laboratory office 
where the time is stamped to record 
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The Charges 


| to 3 .$ 3.00 
4to 5... wttee eats, SO 
6 to 10 : in 7.50 
Il to 15 10.00 
16 to 29. ne . 15.00 


21 to 30 : . 20.00 
31 to 35.. : . 25.00 


) | aie : .. 30.00 
41 to 50..... . 35.00 
Over 50 — feo: as 5 detncntinl by in- 


dividual case. 


The Points 


Agglutination ............ 
Bleeding and clotting ine 
Blood count, complete . 
Blood count, RBC, HBG 
Blood count, WBC ..... 
Blood count, differential 
Blood count, HBG only 
Blood typing - 
Blood typing with scvianitiile 
Blood culture - 
Chemistries, each _.... 
Following to be charged as 
two chemistries: A-G ration 


Amylase, diastase, protein, NPN, 


Vandenberg. 
Clot retraction .. 
CO.—carbon dioxide 
Color index 
Crossmatching only - 
Culture _..... 
Cystoscopic (3 spec.) 
Fragility - 
G. G. complement haition 
Gastric (1) 4—complete 
Hematocrit 
Heterophile witlvely 
Kahn or Kline 
Malaria smear 
Mosenthal 
Platelet count 
Pneumococcus typing 
P35; ®. 
Phagocytic index 
Prothrombin time 
Reticulocyte count 
RH factor 
Saturation index 
Sedimentation rate 
Sickle RBC 
Smear 
Spinal fluid, emenplite 
Spinal fluid, complete 
Sputum - 
Stomach contents, complete 
Stomach contents, incomplete 
Stool, single test 
Stool, more than one test 
Stool, complete 
Urine, routine 


Wasserman and Kline or 
Wasserman alone 


Widal . 
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the completion of the examination. 

The laboratory clerk types the 
examination record on a special 
sheet. This form is sent to the 
floor at regular intervals during 
the day. The request card is filed 
in the laboratory office. The same 
card serves multiple purposes. It 
is a request for examination. It 
gives information for charging. The 
reverse side is used for recording 
the results. Finally, the request 
card serves as a permanent record. 

When the patient is ready to be 
discharged, the floor nurse notifies 
the business office. As soon as the 
notification arrives, the business of- 
fice contacts the laboratory office 
and requests information on the 
number of points to be charged to 
the patient. The laboratory clerk 
is able to supply this information 
in a minute. From the number of 
points, the business office deter- 
mines the unit charge. 


Evaluation 


We have found that this system 
has helped us to keep pace with a 
sharply increased schedule. From 
1935 to 1940 there was a 139 per 
cent increase in the average daily 
census. For the same period, the 
laboratory examinations were in- 
creased 229 per cent. For a 12- 
year period, from 1935 to 1947, the 
increase in the daily census was 248 
per cent; the laboratory work in- 
creased 359 per cent. 

During the war we found it diffi- 
cult to get well-trained technicians 
so a definite effort was made to cur- 
tail the laboratory examinations 
which were not considered essen- 
tial. 

Since the plan was put into effect, 
we have been reassured of its 
merits. The number and nature of 
the laboratory examinations for 
each patient determine the value of 
the laboratory examinations to the 
community. The fairness of a 
charging system is one of the fac- 
tors that establishes this value. We 
know that the patient’s ill feeling 
over his bill is in proportion to the 
number and extent of the extra 
charges. If there are too many 
extra charges, the patient’s criti- 
cism is frequently vehement. This 
feeling results in poor public rela- 
tions. We think our system helps 
to eliminate this source of ill feel- 
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As Blue Cross Looks Ahead 


New Organizations— New Service 


INCE BLUE CROSS prepayment 

plans first were organized, a 
number of problems have grown 
to major proportions. Two of the 
biggest have been (1) finding some 
means to provide uniform cover- 
age for national groups, and (2) 
devising an equitable way to take 
care of Blue Cross subscribers hos- 
pitalized away from home. 

Recently plans have been an- 
nounced which should solve these 
two problems. Through establish- 
ment of two new organizations— 
Blue Cross Health Service, Inc. 
and the Blue Cross Association—it 
will be possible to offer uniform 
national contracts. These two or- 
ganizations, which complement 
each other, are separate from the 
Blue Cross Commission. 

The second new project is a 
Blue Cross Commission operation- 
al service. It is the Inter-Plan 
Service Benefit Bank, and it is de- 
signed to provide out-of-area plan 
patients with service benefits and 
to set up machinery through which 
individual plans will be charged or 
credited fairly. Blue Cross plans, 
hospitals and the patients should 
benefit from the service which, 
though national in scope, is in no 
way connected with the Blue Cross 
Association and Blue Cross Health 
Service, Inc. 

Is there any connection between 
the inter-plan bank and the two 
new organizations? . 

No. The Blue Cross Association 
and the Blue Cross Health Service, 
Inc., are the instruments through 
which a national enrollment agency 
will be established. The Inter-Plan 
Service Benefit Bank will operate 
through the Blue Cross Commis- 
sion. It is an agreement between 
plans which is expected to facili- 
tate service to plan members hos- 
Pitalized outside their home areas 
and to set up a system of payments 
to hospitals for this care. 

Is the Blue Cross Association 
operating now? 

The association was incorpo- 
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rated December 28 under the gen- 
eral not-for-profit corporation act 
of the State of Illinois. Preliminary 
organization work has been started. 


What activities are being car- 
ried on by the association? 

As a nonprofit membership or- 
ganization, the Blue Cross Associa- 
tion will raise funds with which 
to organize the Blue Cross Health 
Service, Inc. The health. service 
will be incorporated when a half- 
million dollars have been contrib- 
uted by Blue Cross plans for its 
capitalization. 

Will the Blue Cross Association 
have any functions in the future? 

It is expected that the associa- 
tion will provide mechanisms to 
assist plan enrollment activities. 


Why is establishment of Blue 
Cross Health Service, Inc., neces- 
sary? 

The insurance corporation will 
be able to provide uniform health 
services to employees of firms 
operating in areas served by more 
than one Blue Cross plan, to union 
members and to other national 
groups. Both the Blue Cross Com- 
mission and the American Hospital 
Association have recognized the 
need for such service. Establish- 
ment of the health service is ex- 
pected to make Blue Cross benefits 
available to a much larger group 
of prospective subscribers. 

How will Blue Cross Health 
Service, Inc., operate? 

The corporation will provide 
excess coverage beyond that avail- 
able through local Blue Cross 
plans. It will do this, however, only 
if the individual plan is unwill- 
ing or unable to write additional 
benefits that may be asked by a 
prospective customer. 

This is how the national enroll- 
ment plan will operate: Plans A, B 
and C serve three different areas 
of the nation in which Employer 
X operates factories. The contract 
requested by Employer X includes 
the same service benefits offered 


by Plan A. Plan B’s contract covers 
more ancilliary services than are 
asked. Plan C, on the other hand, 
provides its subscribers with a con- 
tract that is less comprehensive. 
The health service corporation then 
will be able to underwrite the ad- 
ditional benefits needed to bring 
Plan C benefits up to the level re- 
quested by Employer X. 

Will uniform rates be charged 
for all health service contracts? 

Rates will be decided for each 
group separately. They will be uni- 
form within each individual group, 
no matter how widely separated 
the participating areas may be. The 
rate will be figured on the basis of 
the rates charged by the plans in- 
volved plus the cost of additional 
services provided by the health 
service. 

Will hospitals submit bills to the 
health service office? 

Regular procedures for handling 
local Blue Cross plan patients will 
be followed for persons enrolled 
under national agency contracts. 
Bills for all services, including 
those provided by the health serv- 
ice, will be submitted to and paid 
by the local participating -plan. 

Will medical prepayment in- 
surance be sold by the Blue Cross 
Health Service, Inc.? 

The health service will be or- 
ganized so that it would be possible 
to sell medical coverage. 

Will new accounts be solicited 
actively by the health service? 

Yes. According to present plans, 
the health service will seek con- 
tracts with national employers, 
unions and other groups located 
in areas served by more than one 
plan. 

Will all Blue Cross plans in the 
United States automatically be- 
come members of the health serv- 
ice corporation? 

No. Participation is voluntary. 

What is the purpose of the Inter- 
Plan Service Benefit Bank? 

Operation of the bank is ex- 
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pected to simplify the problem of 
reimbursement for hospitalization 
of out-of-area plan patients. It will 
provide a basis for equitable settle- 
ment of inter-plan credits. A pa- 
tient’s home plan will be debited 
according to its predetermined 
rates. At the same time, the host 
plan will be credited, also accord- 
ing to its rates, for the amount paid 
to a hospital for an eligible out-of- 
state patient. Hospitals will deal 


with the local plan exclusively, 
which will simplify their work. The 
patient will receive service bene- 
fits rather than indemnities. 

When is the bank expected to be- 
gin operation? 

According to the Blue Cross 
Commission, under which the bank 
will operate, it probably will be 
set up by April 1. 

Who will pay the hospital claim? 





ONE FOR THE RECORD 


Record Room Mysteries 


THE LIFE OF a medical record 
librarian is not always calm and 
well ordered, and there are times 
when it seems that her hair will 
turn prematurely gray. Not the 
least of the librarian’s grief comes 
when there is a mix-up in names 
and she spends a frantic hour 
searching for a nonexistent name. 

One of our staff doctors came to 
the record room and asked for the 
chart of a patient who had been at 
our hospital about two years ago 
and whose name he recalled as 
“Hyacinthe Johnson or’ —as he 
put it—‘‘some other flower.” 

The librarians searched vigor- 
ously through several hundred 
cards suggesting all the flower 
names they could think of includ- 
ing Daisy, Buttercup, Violet, Hibis- 
cus and even Fleur de Lis. 

None of these rang a bell with 
the doctor. 

Two days later he came in to 
say that it really was Hyacinthe, 
but that it was her middle name 
and did not appear on our records 
except as an initial. 


A 

One Sunday afternoon a woman 
of foreign birth appeared at the 
visiting desk to see her daughter 
who was in the maternity ward. 
She gave her daughter’s name as 
Marie Herman of Jones Street. We 
searched our files and telephoned 
to every floor but failed to find any 
Hermans or Maries in the entire 
hospital. After holding up the visit- 


ing line for several minutes, the 
woman was sent to the admitting 
office. This led nowhere because 
the woman could neither read nor 
write so she was unable to spell 
out the patient’s name. 

One of the admitting officers 
finally took the woman to the ma- 
ternity ward where she identified 
as her daughter a woman who had 
been admitted under the name of 
Mary Adams of Smith Street. 
There was no explanation for the 
confusion but it did take a half 
hour and eight people to get the 
thing straightened out. 

* 

One family in our community 
consists of eight members, all of 
whom have been frequent pa- 
tients in our ward, clinic and acci- 
dent room. Among their numerous 
admissions, we found the family 
name spelled eight different ways. 
One member of the family, Emilio, 
has spelled his first name in nine 
different ways; another member, 
six ways, and still another used 
three different spellings. The father 
whose given names are Nicholas 
Caesar, gave his name as Nicholas 
in the wards and as Caesar in the 
clinic. With all the various spell- 
ings, the total number of combina- 
tions of first and last names given 
us by this family was 43. 

And so it goes in the medical 
records room.—F. STANLEY HowE, 
director, Orange (N. J.) Memorial 
Hospital. 


Any good anecdote is one for the record. Share yours by semding it to “One for the Rec- 
ord,” editorial department of HospiTats, 18 E. Division Street, Chicago 10. The situations in 
this anecdote are actual but the names are fictitious. 





The host plan, which serves th: 
area in which the patient is hos- 
pitalized, will reimburse the hos- 
pital exactly as if the patient were 


-one of its members. The plan in 


turn will be reimbursed by the 
bank. 

How will the hospital know what 
service benefits should be provided 
to the patient? 

The patient will be entitled to 
the same benefits as are provided 
by the hospital to local plan sub- 
scribers. The home plan will be 
allowed only to limit the number 
of days for which service will be 
provided. 

How will the hospital be able to 
determine eligibility for the indi- 
vidual patient? 

The hospital will notify the host 
plan routinely when the patient is 
admitted. The host plan then will 
ask the patient’s home plan for 
immediate confirmation of eligi- 
bility. If no reply is received to 
the host plan’s wire or telephone 
call within 48 hours, the host plan 
will be authorized to commit the 
home plan to accept responsibility 
for the patient. The hospital will 
not be liable. 

Some local Blue Cross plans have 
arrangements to make supplemen- 
tary payments to hospitals. Will 
hospitals receive such payments on 
patients handled through the bank? 

Yes. Supplementary payments to 
hospitals having such agreements 
will be paid. They will be based 
on each plan’s experience during 
the preceding four calendar quar- 
ters. Both supplementary payments 
and each plan’s standard payment 
rate will be reviewed periodically 
and will be revised when neces- 
sary. 

How will bank charges be de- 
termined? 

Payments to the bank by the pa- 
tient’s home plan will be based on 
the average per diem cost of all in- 
patient cases paid for by that plan 
in a calendar quarter (three 
months) to its own member hospi- 
tals. 

How will the bank be financed 
originally? 

Participating plans will make an 
initial bank deposit which will be 
based on their memberships. Cred- 
its and debits will be entered 
against this sum and adjustments 
made as they are required. 
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Voluntary Seminars 


How one administrative intern program 
paid off with an unexpected dividend 


HOUGH IT Is vital that all em- 
iow in responsible positions 
have a thorough understanding of 
hospital policies and plans, it is not 
easy to generate genuine interest. 
During the past year an education 
program has been developed for 
Good Samaritan Hospital depart- 
ment heads that does the job. 


The idea started with the week- 
ly seminar that is part of the train- 
ing program of the administrative 
intern. It seemed that the time 
spent on one or two individuals was 
not used to the fullest advantage. 
This was especially significant 
knowing that there were others in 
the hospital who were interested 
in knowing more about the sub- 
jects under discussion even though 
they were not taking part in the 
formal administrative internship 
training program. 


As a result, the department 
heads were asked if they would be 
interested in joining such a semi- 
nar group. Twelve of them readi- 
ly accepted and they became the 
nucleus of our study group. They 
were the chief accountant, assistant 
to the administrator, purchasing 
agent, pharmacist, director of nurs- 
ing, assistant director of nursing, 
admitting nurse, medical record li- 
brarian, housekeeper, chief engi- 
heer, administrative superintendent 
of our maternity hospital and the 
chief dietitian. The administrator 
and the administrative intern com- 
pleted the group. 


The enthusiasm for this study 
group has far surpassed the most 
optimistic hopes. This is indicated 
by the fact that even though at- 
tendance is not compulsory there 
has been only one absence. The 
meetings are held every two weeks 
at 6 P.M. While it is not routine, in- 
formal dinners usually precede the 
session. I was a little concerned 
that some of the department heads 
would not be interested enough to 
continue with the project or to take 
Part in the discussion but the ques- 
tions asked by these people have 
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been most stimulating to all of the 
group. Each department head con- 
tributed materially to the program 
when his turn came to direct the 
discussion. 

In order not to dominate the 
meeting, the administrator does not 
preside. The meeting is conducted 
by the department head who is to 
present the topic for discussion: 





Topics for Discussion 

Department heads have 
shown an interest in a wide 
variety of topics. Some relate 
directly to their work; others 
have only an indirect bearing. 
These are some of the sub- 
jects that have been dis- 
cussed: 

The point system -of the 
American College of Sur- 
geons’ standardization pro- 
gram, the medically indigent 
patient and possible solutions 
to financing his care in a pri- 
vate hospital, functions and 
value of a social service de- 
partment, federal old-age and 
survivors’ insurance applica- 
ble to the hospital, the value 
of an employer handbook or 
manual on hospital personnel 
policies and procedures, phar- 
macy-purchasing: U. S. P. 
preparations and proprietary 
medicine; credits and collec- 
tions, the practical (vocation- 
al) nurse, Saskatchewan hos- 
pital service plan, legal as- 
pects of hospital administra- 
tion, central and decentral- 
ized tray service, the patient’s 
tray — holiday tray favors; 
history and organization of 
prepaid hospital care plans, 
the relationship of hospital 
and allied associations to the 
hospital, labor unions, and 
the quality of student nurse 
education. 











The topic is selected in a conference 
with the administrator two to four 
weeks before it is to be presented. 
This is necessary so that the meet- 
ings will be coordinated and so that 
someone will be responsible for 
their continuity. The individual 
presenting the subject makes the 
reading assignments for the par- 
ticular seminar. Members of the 
class are asked to suggest topics in 
which they are interested and these 
requests always are considered as 
soon as possible. 

These meetings differ from the 
regular weekly department head 
meetings which are arranged and 
presided over by the administrator. 
The seminar meetings are more 
theoretical, less formal, and allow 
more time for the discussion of the 
topic. The departmental meetings 
are held on hospital time, in con- 
trast to the seminars. The attend- 
ance at the department heads’ 
meeting is compulsory and discus- 
sions are limited to hospital poli- 
cies being considered. 

At the conclusion of the semi- 
nars, the administrator explains the 
hospital’s attitude toward the sub- 
ject. Following this, the question 
is asked if the policy discussed in 
the seminar would further the hos- 
pital’s service to the community or 
strengthen the hospital’s present 
position. 

These seminars have explained 
to the department heads why cer- 
tain things are done in the hospital. 
For example, many of them had 
heard of the standardization pro- 
gram of the American College of 
Surgeons but were not sure of the 
details of the program and what its 
objectives are. At the conclusion 
of the discussions, everyone had a 
clear understanding of the policy 
and why the hospital readily and 
voluntarily adopted such a pro- 
gram. Those individuals who are 
assuming major responsibilities in 
the hospital thus are in a better 
position to understand and discuss 
all phases of the hospital policy 
with others in the community. 

The interest shown by the group 
and the faithful attendance has 
more than repaid the efforts put 
into the seminar. Other employees 
want to join the group but it is felt 
that if the number is increased it 
will become unwieldy and lose 
much of its informality. 
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EMPLOYEES PICKET Harper Hospital (left). Clean linen is being pushed by (right) a nurse and a student (Detroit Free Press photos). 


Volunteers Stay on the Job 


ARPER HOSPITAL, almost as old 
H as Detroit itself, now knows 
that a community will not tolerate 
interference with the treatment of 
its sick and the functioning of a 
hospital that stands right in its 
community. It knows also that in 
the time of a strike a hospital can 
rely on volunteers and many em- 
ployees. Under an orderly plan 
they served Harper Hospital as 
they would during any other emer- 
gency. 

By 6 a.M. November 8 it was 
evident that approximately 400 
employees in the laundry, house- 
keeping and dietary departments 
willingly or unwillingly had de- 
cided to remain out. In the hos- 
pital were 460 patients. We wanted 
all who came in to stay on the job. 
Yet we found that many were 
strikers who came in to argue 
with and threaten those who did 
not wish to strike. 

Since we had been threatened 
with a strike for some weeks, the 
hospital had laid in a considerable 
stock of foodstuffs, paper plates and 
cups. We did not have a plan for 
the strategic placing of personnel. 
This did not prove to be necessary 
for those whose work was not 
emergent found their way to where 
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they were needed most. By 7 A.M., 
attending staff, interns, nurses, 
technicians and office employees 
were manning the laundry. They 
enthusiastically attacked a week- 
end’s mountainous accumulation 
of dirty linen. A variety of hospital 
personnel saw to it that six eleva- 
tors were in operation continuous- 


ly. 


LT. GOV. E. C. KEYES and Dr. E. Dwight 
Barnett greet the resident physician who 
operates an elevator (Detroit Times photo). 


As news of the strike reached the 
community, inquiries began to 
come in from citizens who wished 
to volunteer their services. Be- 
cause we anticipated many in- 
quiries, a special office was set up. 
This office was staffed by four hos- 
pital employees. Two telephones 
were installed. On the _ second 
morning of the strike the volunteer 
personnel office was ready for busi- 
ness. 

One telephone was used for in- 
coming calls. On the other, an em- 
ployee called the wives of our at- 
tending staff members asking them 
to come to the hospital dressed 
ready for work. They also were 
asked to bring any friends who 
might help. 

Our rather orderly plan for using 
doctors’ wives and their friends as 
volunteers was dramatically upset 
when the community decided to 
take a hand in the situation. Vol- 
unteers came to the hospital with 
fire in their eyes. This was a cru- 
sade! 

The doctors’ wives and _ their 
friends appeared in aprons and 
comfortable shoes ready for any 
type of work. Nurse aides, veter- 
ans of World War II, seemed to 
descend en masse upon the hos- 
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VOLUNTEERS help technicians and nurse (right) in the laundry, and (left) offer nurse at mangle refreshments (Detroit News photos). 


pital. Special duty nurses dropped 
in to offer their services for off- 
duty hours, as did practically all 
personnel of the hospital. Other 
hospitals offered their personnel 
and facilities. 

One Detroit club offered 200 vol- 
unteer workers. A _ businessman 
offered his office force for work on 
Saturdays. Offers of help were re- 
ceived from a cook in a local res- 
taurant, a chief steward in the 
Maritime service and a stationary 
engineer—all avowed union mem- 
bers in good standing. 

Former patients of the hospital 
offered their services. Perhaps the 
most gratifying response came from 
volunteers who previously had 
been patients in our outpatient de- 
partment. One lady, apparently 
AWOL from the clinic, was appre- 
hended by her physician while 
cleaning a utility room. A board 
member operated an elevator to 
furnish Harper Hospital with the 
classic example of volunteer co- 
operation. 

We could not trouble our vol- 
unteers with red tape. To main- 
tain their enthusiasm we put them 
tight to work. At first we scrib- 
bled names, addresses and _ tele- 
Phone numbers on pads of colum- 
har paper. Soon this system. proved 
unsatisfactory. We then prepared 
4x6-inch index cards to record this 
information and the days and hours 
the volunteers were available. 
These cards were filed alphabet- 
ically in visible files. 
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The situation was not without 
humor. Mingled with solid citizens 
were undesirables. Deft screening 
of volunteers was most difficult. A 
Woodward street petty thief, thug 
and psychopath worked strenuous- 
ly eight hours in the laundry. Only 
when he said he could speak seven 
different languages and promised 
to supply 20 Marines in full-dress 
uniform did police unearth his 
record. A retired doctor—an al- 
cohol and drug addict—did a good 
job sweeping a hallway. Appar- 
ently both of them acted in good 
faith. 

For the first 10 days we were em- 
barrassed with too much help. Yet 


STAFF PHYSICIAN at Harper assists during 
the emergency by packing a crate of fruit 
down a hallway (Detroit Free Press photo). 


we could not refuse it. Keeping 
departments from becoming over- 
crowded, and keeping our volun- 
teers happy was an all-important 
job. When the spontaneity of the 
volunteer effort subsided, we re- 
sorted to our cards to solicit help. 
We used the cards also when we 
received requisitions from the var- 
ious departments for additional 
help. 

During a trying three-week pe- 
riod not one patient suffered from 
lack of care. Our volunteers en- 
abled doctors, interns and nurses 
to resume duties vital to the care 
of the sick. These people were 
eager to work under what the 
union termed ‘“‘Harper’s slave labor 
conditions.’’ These conditions were 
indisputedly proved to be com- 
petitive with what industry had to 
offer for similar work. They guar- 
anteed us the time necessary to 
process hundreds of prospective 
employees’ applications. The strike 
has petered out. Service has re- 
turned to normal. Half of the 430 
striking employees returned dur- 
ing the week of grace offered by 
the hospital. 

Many volunteers who offered 
their services never were called 
upon. Many others gave freely 
of their time. To all the director 
of the hospital sent a letter of 
thanks for their generous response. 
During that brief period when the 
hospital faced an emergency, the 
volunteers stood by. Harper al- 
ways will be grateful. 
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In the Public’s Eye 


Whether the project is major or 
minor, the hospital’s community 
quickly begins to talk about it 


> Interview Night 


“INTERVIEW NIGHT’’—another in- 
novation at Montefiore Hospital in 
New York City—has proved suc- 
cessful in bringing patients and 
doctors closer together. Every 
Tuesday between 6 and 7 P.M., 
teams of doctors and social work- 
ers meet with members of patients’ 
families to learn more about the 
patients themselves and to inspire 
confidence. 

Relatives of more than 1,000 pa- 
tients have been to Montefiore for 
one or more interviews, which last 
usually 10 to 20 minutes. No ap- 
pointments are required and no 
limit is set on the number of visits 
with the doctor and social workers. 


Thirteen trained social workers 
are on hand at each interview ses- 
sion anc 50 doctors are available 
for consultation. Each division of 
the hospital is represented at the 
interview meetings. The interviews 
aid in planning for home care of 
patients, in lessening the shock of 
bad news, and in discovering un- 
usual or hidden factors in certain 
cases. 

Montefiore, a general hospital 
which specializes in long-term 
disease, is a pioneer in the home 
care program. Its director is Dr. E. 
M. Bluestone. 


> Dollar a Year 


NINETEEN LOS ANGELES hospitals 
helped Harry Krich celebrate his 
seventy-fifth birthday late last De- 
cember. And this is how they did. 

On December 14 each of the hos- 
pitals received this letter: 

“It’s real—the $75 check en- 
closed, ready to perform a mission 
of kindness. I have decided to com- 
memorate my seventy-fifth birth- 
day ... by donating a dollar for 
each .. . to many hospitals in the 
City of Los Angeles—here where 
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I have found peace and happiness 
in my declining years. 

“This birthday is a milestone in 
my life, and at this time I wish to 
make an investment in human na- 
ture, to help those whose wounds 
are yet to be healed, so that they, 
too, may have the opportunity to 
live to the age of 75.” 

Mr. Krich suggested that the 
money be used toward the opera- 
tion of blood banks or to pay for 
blood required by patients who are 
unable to pay. 

This was a repeat performance 
of Mr. Krich’s seventieth birthday 
which he spent in Newark, N. J. 

To Ritz E. Heerman, superinten- 
dent of the California Hospital at 
Los Angeles, it seemed to be an 
idea worth passing along to give 
others an idea for their birthday 
celebrations. 


> Fund Raisers 


PEOPLE IN THE AREA served by 
the White Plains (N.Y.) Hospital 
received an unusually attractive 
Christmas greeting this year. This 
hospital was among the many who 
were able to count on the Christ- 
mas season as a special opportunity 
to get its message to those that 
support it. 

Its greeting, a four-page bro- 
chure, was an annual report with 
the theme, “The Good Old Days.” 
The inside pages told a story of the 
hospital’s earliest days. This was 
done with excerpts from reports 
of the chief of the medical staff 
and the president during the 
1890’s. 

“Nov. 1, 1895—There is no bath 
room, no plumbing, except one 
small basin in the operating room, 
so that everything to be emptied 
has to be carried into the yard.... 
The kitchen is a mere shed, and 
there are no laundry facilities. 

“Aug. 14, 1897—Donation, Miss 


Mary Sutton, rubber bed pan, ch: w 
chow. 

“Nov. 1, 1897—We now have 12 
beds available for patierits. The 
last one of these was given to us by 
a generous friend at very short no- 
tice, because we had an injured pa- 
tient, and no place to put him. 

“Nov. 1, 1899—The cost of each 
meal per person at the hospital is 
8 4/5 cents. This refers simply to 
the consumption of food and does 
not include the cost of coal, wages, 
etc., but I submit that it is a very 
economical rate.” 

The last page contained the 
treasurer’s reports for 1898 and 
1948. It showed that the 1898 defi- 
cit was $352.79 (8.9 per cent) 
while the 1948 deficit was $13,841 
(1.9 per cent). 

Enclosed with the brochure was 
a pledge card, also in the Christ- 
mas motif, with a postage-paid re- 
turn envelope. 

William G. Illinger is the admin- 
istrator of the White Plains Hos- 
pital. 


> Indentification Pins 


BECAUSE FEW PATIENTS find it 
easy to learn the names of the 
nurses and aides who attend them, 
the Stamford (Conn.) Hospital 
now has its nurses wear identifica- 
tion tags. 

LeRoy C. Brown, superintendent 
of the hospital, discovered that 
many patients objected to the term 
“Miss” and were embarrassed 
when: they could not remember the 
nurse’s name even though it was 
an unusual name. The director of 
nurses suggested the use of small 
bar pins, especially designed for 
use as name tags, 24%x¥% inches 
wide. 

These inexpensive tags are made 
of white plastic and the name is 
engraved in navy blue letters. The 
title “Miss” or “Mrs.’’ is included 
with the name. A safety clasp pre- 
vents loss of the pin. 

The Stamford Hospital now re- 
quires that the pins be worn and 
asks each nurse to pay for her own. 
The idea was so well received in 
the nursing department that it 
quickly spread to the x-ray and 
other clinical departments. Volun- 
teer workers later asked permis- 
sion to use the pins too. 


*4OSPITALS 
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Organized Attack on Syphilis 


A Survey of Hospital Participation 


OSPITALS ARE PLAYING an im- 

portant part in the control of 
one of the nation’s most important 
communicable diseases by provid- 
ing routine blood serologic tests 
for syphilis. This program benefits 
patients, physicians, hospitals and 
their staffs. 

A recent survey of the member 
hospitals of the American Hospital 
Association showed that 50 per cent 
of those responding perform a 
routine serologic examination on 
all inpatients, and 14 per cent 
routinely test all outpatients.* The 
survey was made by the Associa- 
tion in collaboration with the Ven- 
ereal Disease Division of the Public 
Health Service. The Association 
sent out a questionnaire to its 
3,495 member hospitals in an effort 
to determine the extent to which 
they made use of serologic testing 
for syphilis. 

The questionnaire (see illustra- 
tion) asked whether all inpatients 
or only selected ones are routine- 
ly tested, whether all or only se- 
lected outpatients are routinely 
tested, and what the bases of se- 
lection are. The Association also 
wanted to know whether or not the 
hospitals use their own laboratories 
for conducting the test. 

A total of 2,400 hospitals (70 per 
cent of the institutional member- 
ship of the Association) returned 
the questionnaire. The returns in- 
dicate that 50 per cent of the re- 
sponding hospitals conduct a sero- 
logic test for syphilis on all inpa- 
tients. Another 46 per cent reported 
that they make the tests routinely 
on certain categories of inpatients. 

There may be some inaccuracy 
because of the misunderstanding 
of the term “routine selection” of 
RP, Hultermen was, until recently, an 
assistant director of the American Hospital 
Association and secretary of the Council 
on Professional Practice. Dr. Heller former- 


ly was chief of the Venereal Disease Di- 
vision of the Public Health Service. 


——— 

_*Routine serologic testing of hospital pa- 
tients is defined, for this discussion, as the 
Performance of a serologic test for syphilis 
on all patients admitted, whether inpatients 
or outpatients, or the selection of certain 
groups, such as all maternity cases, chosen 
categorically without suspicion of syphilis 
M specific individuals. 
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inpatients. On the basis of replies, 
however, less than 4 per cent of 
the hospitals do not make routine 
serologic tests on inpatients. 

The use of routine tests on out- 
patients has not made as much 
headway as it has among inpa- 
tients, but there is progress. In ad- 
dition to the 14 per cent reporting 
the routine performance of the test 
on all outpatients, another 58 per 
cent said that they. routinely test 
certain categories of outpatients. 
These figures indicate that less than 
28 per cent do not conduct routine 
serologic tests on any outpatients. 





The Questionnaire 


Conclusions drawn from 
the survey on routine sero- 
logic testing were based on 
answers to these questions: 
» Does your hospital rou- 
tinely perform serologic 
tests for syphilis on: 

1. All patients admitted 
for inpatient care? 

2. Selected inpatients 
only? (If on selected outpa- 
tients only, which policies 
govern selection?) 

3. All outpatients? 

4. Selected outpatients? 
(If on selected outpatients 
only, what policies govern 
selection?) 

» Where are these serologic 
tests performed? 

1. In your hospital lab- 
oratory? 

2. Elsewhere? (Specify.) 











The questionnaire also showed 
that a greater percentage of spe- 
cialty hospitals than general hos- 
pitals perform a routine serologic 
test on all inpatients. The test is 
conducted on all inpatients by 91 
per cent of the mental hospitals re- 
sponding, 97 per cent of the tuber- 
culosis hospitals and 58 per cent of 
the other specialty hospitals. Forty- 
six per cent of the general hospitals 
tested all inpatients (see table). 

A higher percentage of govern- 
ment general hospitals than of non- 
government general hospitals con- 
duct a serologic test routinely on 
inpatients. Of the government hos- 
pitals, 64 per cent conduct the test 
on all inpatients. Of the nongovern- 
mental institutions, 42 per cent of 
the nonprofit hospitals and 37 per 
cent of the proprietary ones per- 
form the test routinely on inpa- 
tients. 


The survey also brought out the 
point that more hospitals in large 
towns and cities perform a routine 
serologic test for syphilis on all 
patients—both inpatients and out- 
patients—than do hospitals in small 
towns (see table III). 


The percentage of general hos- 
pitals carrying out a serologic test 
for syphilis on all inpatients varies 
directly with hospital size; the per- 
centage performing the test on se- 
lected inpatients varies inversely 
with hospital size (see table III). 
Apparently an error was made by 
a few hospitals in filling out the 
questionnaire. They reported that 
they conduct the test on all in- 
patients and also on selected ones. 
Therefore the proportion of hos- 
pitals testing all patients and the 
proportion testing only selected 
ones are not necessarily mutually 
exclusive (see “300 and over” in 
table II). 


A greater proportion of general 
hospitals than specialty hospitals 
use their own laboratories for ex- 
amining the blood specimens. Fifty - 
nine per cent of the general hos- 
pitals responding use their own 
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Inpatients 
Type All Selected 


General ... . 46% 51% 
Specialty 
Rs | 9 
Tuberculosis . .. 97 2 
Other iio 25 
50 46 





SPECIALTY HOSPITAL LEADERSHIP 


Table I—Per cent of hospitals performing serologic tests 
for syphilis by type of hospital 


Outpatients 
All Selected 


14% 61% 


25 3] 
13 37 
12 25 
14 58 








Size 
(Number of Beds) 
Under 50 
50-99 ....... Panes: 
HOO=199 --s.22..--.. 
ZOO299 8... : 
300 and over .......... 


THE INFLUENCE OF SIZE 


Table II—Per cent of hospitals performing serologic tests 
for syphilis by size of hospital 


Inpatients Outpatients 
All Selected All Selected 


399%, 55%, 9%, 58°, 
42 55 10 
48 49 13 
55 43 26 
6! 40 28 








laboratories. Fifty-three per cent 
of the mental institutions, 32 per 
cent of the tuberculosis hospitals 
and 37 per cent of other types of 
specialty hospital use their own 
laboratories. 

A recent questionnaire sent to 
state health departments inquiring 
about the availability of free sero- 
logical service yielded the follow- 
ing information. The health de- 
partments of 46 states perform 
blood tests for any hospital without 
charge. Health departments of Cali- 
fornia, Illinois, Pennsylvania and 
Washington perform blood tests 
only for hospitals without labora- 
tory facilities. The health depart- 
ment of New Hampshire is willing 
to perform these blood tests for 
any hospital, but it will not incur 
any mailing expense. The report 
of the Texas health department 
had not been received at time of 
tabulation of these results. 

The American Hospital Associa- 
tion survey did not disclose the re- 
sults of the routine serologic tests. 
But the value of such examinations 
for syphilis is attested by the re- 
sults of numerous mass serologic 
testing programs. 


During World War II, millions of 
men received a serologic test for 
syphilis as part of the physical ex- 
amination for the military services. 
Nearly 750,000 cases of syphilis 
were found by this means. Esti- 
mates based on these tests, show 
the total number of syphilitic in- 
dividuals in the United States to 
be more than 3,000,000. The syphilis 
prevalence rate, based on the re- 
sults of the tests given the first 
2,000,000 selectees, was 45.3 for 
every 1,000 men tested. 


Less Syphilis 


During the last decade, numerous 
states have passed laws requiring 
all applicants for marriage licenses 
and all pregnant women to have 
a serologic test for syphilis. It has 
been estimated that these tests 
found 96,000 cases of syphilis in the 
United States in 1946. 

The 34 states which then had 
premarital laws made 1,689,000 
premarital blood tests. Of these, 
83,000 were positive. In the 35 
states which then had prenatal 
laws, 957,000 tests were made. Of 
those, 13,000 were positive. The 
number of late and late latent cases 





Population of City, All 
Under 2,500 
2,500-9,999 __.... 
10,000-24,999 - 
25,000-99,999 . 
100,000-499,999 . 
500,000-999,999 . 
1,000,000 and over . 





Inpatients 


THE POPULATION FACTOR 


Table I!|—Per cent of hospitals performing serologic tests for syphilis 
by population of city which the hospital serves 


Outpatients 

Selected All Selected 

13%, 65%, 
8 62 

10 64 

12 66 

2 54 

25 46 

24 59 








of syphilis reported per 1,000 total 
population has been reduced from 
1.517 in 1941 to 0.857 in 1947. The 
reported rate of infant death due 
to syphilis per 1,000 live births in 
the United States decreased from 
0.69 in 1937 to 0.16 in 1946. 

The important role of hospitals 
in case finding is suggested by a 
recent report from a Tennessee 
medical center.* One of the pur- 
poses of this study was to ascertain 
what factors caused the patients in 
the medical center to suspect or to 
realize that they had syphilis. Of 
1,000 patients questioned, 72 or 7.2 
per cent replied that a serologic 
test given while they were in a 
general hospital for another disease 
was the first indication they had 
of the presence of syphilis. 

The author calls this figure “fur- 
ther justification for routine sero- 
logic testing of all hospital admis- 
sions.” An additional 135 or 13.5 
per cent said that a serologic test 
given after applying for a health 
card was the means which detected 
infection. The actual number of 
cases found by such testing is 
meaningful. Of course, the percent- 
ages showing the number in rela- 
tion to cases found by all case-find- 
ing methods must be interpreted in 
the light of both the effectiveness 
and extent of other case-finding 
devices. 

Some other hospitals that per- 
form a routine serologic test on all 
patients indicate that the test, in 
some cases, has turned up high per- 
centages of positive reactions for 
syphilis. A report from a large 
Tennessee general hospital showed 
that in 1945 routine serologic tests 
for syphilis conducted on all pa- 

*“Venereal Disease Information Among 


Patients,’ R. C. Sexton Jr., J. Ven. Disease 
Inform., Washington, 29:227-230, Aug. 1948. 
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tients revealed positive or doubtful 
results in 13.8 per cent. 

In a West Virginia hospital con- 
ducting routine serologic tests, 
positive reactions were found in 
4 per cent of the patients before 
the war and 5 per cent during the 
war. In the years since the war, 
the proportion has returned to 4 
per cent. Most hospital superin- 
tendents were surprised at the 
number of unsuspected cases of 
syphilis detected by routine test- 
ing. 

Inasmuch as persons entering 
hospitals may have undiagnosed 
early syphilis, routine testing may 
detect the disease and so protect 
the hospital staff by warning of the 
presence of syphilis in an infectious 
stage. Hospital patients expect 
routine examinations, and so the 
time at which they are admitted 
is an opportune moment to obtain 
a blood sample. It is convenient to 
conduct the serologic test in a hos- 
pital because adequate laboratory 
facilities usually are available. 


Value of Test 


The serologic test is invaluable 
in finding or ruling out syphilis 
since “the great imitator” can easily 
be misdiagnosed in a clinical exam- 
ination alone, and because it is easy 
to mask syphilitic infection by ad- 
ministering penicillin for another 
disease. 

Performance of a routine sero- 
logic test is a service to the individ- 
ual unknowingly infected because 
he then can receive treatment. It 
is a service to the community by 
protecting against the spread of 
syphilis. Also, these tests are a pro- 
tection against the social cost of 
syphilis that is allowed to develop 
late complications. It is to the ad- 
vantage of the hospital to perform 
aserologic test on every patient ad- 
mitted because it enables the phy- 
sician to take into account the pos- 
sibility of syphilis as a complicating 
factor in diagnosis, treatment or 
Surgery. In addition, the test pro- 
tects the hospital personnel. 

Many hospitals have this routine 
at the present time. Hospitals not 
already conducting a routine sero- 
logic test would do well to under- 
take this practice, at least for a trial 
Period of one year. The results 
woulc almost certainly justify the 
Continuation of the system. 


FEBRUARY 1949, VOL. 23 





For Flexibility 


Changes in Pension Plan By-Laws 


AST MONTH the National Health 
L and Welfare Retirement Asso- 
ciation announced a change in the 
eligibility rules of plan C of the 
American Hospital Association’s 
pension program. Instead of the 
usual one-year waiting period, 
each participating hospital may re- 
quire employees to wait two or 
even three years before they are 
entitled to benefits. 

The new eligibility rules do not 
apply to plan B, which includes a 
death benefit of 10 months’ salary. 
Employees under that plan still are 
subject to the one-year rule. 

This change in the by-laws 
leaves eligibility under plan C en- 
tirely in the hands of the individual 
hospital. Eligibility may be set at 
one, two or three years. Many 
hospitals have found that the one- 
year eligibility rule is both satis- 
factory and desirable. Others, how- 
ever, have indicated that the high 
labor turnover in recent years 
makes a longer waiting period ad- 
visable. Hospitals have been ad- 
vised that the requirement should 
not be extended beyond three years 
for such a policy would eliminate 
so many employees that the plan 
would have no value in attracting 
high grade employees or improving 
personnel relations. 

The retirement association ad- 
ministers the pension program for 
employees of nonprofit health and 
welfare organizations. Two plans 
have been worked out for hospi- 
tals — plans B and C. Both have 
been adopted as the American 
Hospital Association pension pro- 
gram. 

Since the pension program was 
launched in October 1946, nearly 
120 hospitals and allied institu- 
tions have joined either plan B or 
plan C. 

Neither plan has been found to 
add greatly to the patient day cost. 
The range is from 15 to 20 cents 
per patient day, including the cost 
of past service benefits which are 
financed entirely by the hospital. 


Credits and surrender values tend 
to reduce this cost. 

Homer Wickenden, secretary of 
the National Health and Welfare 
Retirement Association, outlines 
the following steps for hospitals 
interested in getting a pension plan 
under way: 

1. The board of trustees should 
be asked, perhaps through a spe- 
cial committee, to consider in prin- 
ciple the adoption of a pension pro- 
gram. Copies of booklets may be 
requested from the National Health 
and Welfare Retirement Associa- 
tion, 15 Maiden Lane, New York 
City 7. 

2. After the board or committee 
has approved a pension program in 
principle, the administrator should 
determine whether the hospital can 
afford to spend 1% to 2% per cent 
of its annual operating budget for 
this purpose. 

3. When the hospital board or 
committee expresses a willingness 
to make funds available, the ad- 
ministrator should request a for- 
mal proposal from the National 
Health and Welfare Retirement 
Association (the nonprofit associa- 
tion which underwrites the Ameri- 
can Hospital Association pension 
program). That association will ad- 
vise what payroll information is 
needed. 

4. After a formal proposal has 
been submitted by the retirement 
association, definite action by the 
proper hospital body should be 
taken by enacting the resolution 
covering the plan chosen. Copies 
of the application form containing 
the resolution should be forwarded 
to the retirement association, with 
the proposal. 

5. Upon receipt of word that the 
resolution has been passed, the re- 
tirement association will furnish 
literature and enrollment instruc- 
tions. The services of a staff con- 
sultant will be made available on 
request, when practicable, to ad- 
vise on enrollment and the admin- 
istration of the pension plan. 
































































Edito rials 


Something About Strikes 


IN THE RECENT STRIKE at Harper Hospital, De- 
troit, there are three good object lessons and a 
timely suggestion. 

First object lesson: Unions do not make special 
allowance for the nature of a hospital’s business. 
The only real issue was union recognition. Em- 
ployees were called out in such a way as to jeop- 
ardize the lives of patients. No factory picket line 
ever developed more sudden fury and violence, a 
memorable news photo being the one that showed 
a physician guarding himself against attack by a 
husky goon. 

Second object lesson: When a strike threatens, 
the hospital’s most useful asset is good public re- 
lations. Harper Hospital is situated in what might 
be described as a wage earners’ section of the 
country’s most highly unionized city. Even so, the 
administrator was able to announce immediately 
that the hospital would remain open and would 
not under any circumstances recognize the union. 

He was sure he could count on public opinion, 
which is the force that always settles strikes. He 
also knew that he could count on an adequate re- 
sponse from volunteers who would keep the 
wheels turning. A report on how volunteers 
brought Harper Hospital through its crisis appears 
in this issue of the journal, and is well worth read- 
ing. Nothing could demonstrate more clearly the 
value of genuine public esteem. 

Third object lesson: It takes more than a good 
reputation to withstand the barrage of strike 
propaganda. When news reporters came, the ad- 
ministrator of Harper was ready. He had statis- 
tics to show that the hospital’s wage rates and 
working conditions were equal to or better than 
those elsewhere in the community. He had statis- 
tics to show that, although charges for service 
seemed high, they were not high enough to pay 
operating costs; that the hospital was in fact a 
charitable agency. This information was in a form 
that reporters, editors and their readers could un- 
derstand, and it was at hand when needed. 

Timely suggestion: In theory, at least, none of 
this could have been accomplished except for a 
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piece of national legislation that is now marked 
for repeal. The Taft-Hartley Act specifically «x- 
empts voluntary nonprofit hospitals from the juris- 
diction of the National Labor Relations Board. 
That a similar exemption can be written into the 
new legislation is open to question at the moment. 
Whether the exemption is or is not preserved, 
hospitals in each state have an opportunity to ask 
for such protection from their legislatures. 

Both the strength and the weakness of protective 
legislation should be understood. A law that says 
hospitals have no legal obligation to recognize 
unions discourages union activity, and this is im- 
portant. But such a law does not guarantee the 
hospital against losing a strike if one develops. 

Probably the only guarantee against losing a 
strike is the formula used at Harper: A high rat- 
ing in community opinion, plus determination to 
resist coercion, plus personnel and financial poli- 
cies that can be defended in public, plus intelli- 
gent planning on how to keep open in the presence 
of a picket line. 





> 
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For Better Food Service 


THE HOSPITAL THAT IS WHOLLY Satisfied with its 
food service probably does not exist. Even when 
everyone concerned is pleased with the product, 
there is always the painful subject of costs. 

Still, the few hospitals that worry only about 
costs are extremely fortunate. Some have trouble 
holding to the quality that is expected of them. 
Others have been in perpetual crisis for so long 
that getting all.patients fed on time, for one day, 
is something to be thankful for. 

While the outlook for good hospital food service 
is not actually as dark as it can be painted, a little 
help on the most onerous problems should be in 
order. With the hope that it can extend such help, 
HospirTats has perfected the Master Menu, which 
is explained in detail beginning on page 71. 

The Master Menu may be defined as “food serv- 
ice planning complete in a package.” Not by any 
means will it solve all dietary problems in all 
hospitals. It probably can be used to advantage 
by most of them. 

In recent years the trend has been toward fewer 
special diets, but this could spread through the 
field only so far without a central source of in- 
formation. To turn out one menu that covers the 
general and several special diets, each with a 
proper balance of food values and all meeting the 
specifications of most physicians for most patients 
—here is something that few hospitals could un- 
dertake singlehanded. 
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The Master Menu is designed to make this pos- 
sible in all hospitals. It can be used as a package, 
or it can be used as a dependable guide and altered 
to suit any special purposes of individual hospi- 
tals. In all circumstances it should help to reduce 
costs. 

Because it is believed to be so widely needed, 
this service is offered to all hospitals. A letter has 
gone to those listed on Association records, and a 
kit containing the few items of necessary equip- 
ment is being mailed. 

Any administrator who might have been missed 
is invited to write asking for the kit. All adminis- 
trators are urged to study the material, give the 
Master Menu a trial, and then send in their com- 
ments. 


> 
° 





No Recommendation 


MorE MONEY MUST BE FOUND if adequate per- 
sonnel and facilities are to be available on a scale 
which gives everyone maximum opportunity for 
good health. The sum is so great that one wonders 
whether, with the need of funds for education, 
housing, roads and national defense, we shall ever 
reach a time when we can say that no man, woman 
or child in this country suffers because of finan- 
cial inability to pay for the necessary health serv- 
ices. 

For years, a federal compulsory health insur- 
ance program has been urged on the country, and 
the clamor is currently at a peak. Its sponsors say 
that much of the cost will be monies now chan- 
neled through the federal coffers and spent at 
federal direction to make health care available to 
all. 

The aim is not a new one, nor is it uniquely the 
property of its federal sponsors who seem so con- 
fident of their ability to collect all the funds 
needed. These sponsors further promise to dis- 
pense such funds economically and wisely, erasing 
difficulties that attend the delicate and intricate 
job of caring for sick people. These are difficul- 
ties, of course, which so far have defied solution 
by technical experts in the field. 

Federal stewardship of a billion and one-quarter 
dollars now spent annually for health services, as 
Teported by the Hoover Commission subcommit- 
tee on health, is far from encouraging. 

It is true that the federal government, with all 
its tax resources, has generous income for health 
services for a limited number of federal bene- 
ficiaries. But it has administered these funds ex- 
travagantly, with duplication and waste of facil- 
ities and personnel, and with little consideration 
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for the balance of the country which is crying for 
more money to finance health care. This perform- 
ance is no recommendation for a greater assign- 
ment of responsibility to the federal government. 
On the contrary it is evidence of a shocking 
waste of money and of our most valuable health 
assets. 

The federal government should immediately put 
its house in order and prepare to build with the 
rest of the country, before talking about further 
expansion. 


Lost Cause Department 


SOMETHING RELATED TO THESE TIMES is fanning the 
embers of an old crusade against “the practice of 
medicine by hospitals.” Medical societies here 
and there are dusting off some time-honored reso- 
lutions, and at least one medical orator has gone 
to work on the emotions of some of his colleagues. 

Said this orator recently in Los Angeles: “But 
as the German Empire on the field of battle was 
something quite different (from the friendly Ger- 
man people), so is the abstract and impersonal 
‘hospital’ of the organized hospital association, 
backed by richly endowed foundations whose 
avowed purpose is the socialization of medicine.” 

For the record it should be pointed out that 
this was a reference in 1948 to the Rosenwald 
Foundation’s grant of a dozen years earlier which 
helped to lay the foundation of Blue Cross as we 
know it today. 

Under the circumstances, there might be some 
profit in a special national convention for all 
physicians who see the community hospital as a 
haunted house, peopled by goblins in the clothing 
of lay trustees. After the opening ceremony, dur- 
ing which the delegates could take turns scaring 
each other for the™sheer fun of it, two days of 
serious discussion might end the current wave of 
unrest. It would be good to start by examining 
the shelf-worn phrase that is meaningless in terms 
of modern patient care. ; 

The January issue of Medical Economics lists 
10 top problems in 1949 for medical practice, as 
distinct from medical science, and among them is 
the hospital practice of medicine. 

The magazine says: “On one issue—resistance 
to the hospital practice of medicine—the profession 
is probably battling for a lost cause.” 

Of course it is not the real cause, which pre- 
sumably is freedom from interference in treating 
a hospitalized patient, but the further usefulness 
of a shelf-worn phrase that may be lost. 
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INCE THE DAYS of the early poor 
farms and almshouses, local 
communities have assumed respon- 
sibility for the poor, particularly 
for those in need of medical or hos- 
pital treatment. In every state, 
government has admitted in some 
way its primary responsibility for 
providing such care to persons un- 
able to pay the whole cost of it. 
Traditionally, this responsibility 
has been assigned to local govern- 
ments. But there appears to be a 
trend toward assumption of re- 
sponsibility by state governments. 
The best programs seem to be in 
those states where full responsi- 
bility is undertaken by the state, 
with administration by local gov- 
ernment. The Committee on State 
and Local Welfare Legislation 
found at least five major variations 
in the methods of providing care. 
With its study as a basis, the com- 
mittee proposes recommendations 
for properly administering hospital 
care for those unable to pay for it. 
County programs: Thirty-one 
states reported some type of a 
county program. Four other states 
indicated township responsibility 
and two showed that responsibility 
is assigned to cities or communities. 
Few states, however, have ex- 
ceptionally well-developed county 
programs. In California, as one va- 
riety, 56 of 58 counties operate 
charity hospitals. A few counties 
enter into contracts with adjacent 
counties or with voluntary hospi- 
tals for hospital care for indigent 
patients. Recent legislation author- 
izes establishment of hospital dis- 
tricts in which several counties 
may unite in establishing tax-sup- 
ported hospitals. 

In Utah, counties negotiate di- 
rectly with voluntary hospitals, 
paying the hospitals’ costs. 

State programs: Twenty-two 
states show varying interest and 
responsibility for general indigent 
patient care. Six states show some 
interest in addition to county inter- 
est, apparently independent of it. 
Four states have strong state 
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The Disorder in Indigent Care 





Three steps to be taken to bring 
the full benefits of medical and hos- 
pital care to all American people were 
outlined by the American Hospital 
Association’s House of Delegates in 
1944. 

One point called for local, county, 
state and federal government aid for 
providing care for persons unable to 
pay for it. The Committee on State 
and Local Welfare Legislation, work- 
ing under the Council on Government 
Relations, recently completed a sur- 
vey. It found that state and local gov- 
ernments, in general, have not made 
adequate provision for meeting their 
obligations in providing such care. 

This is an adaptation of that com- 
mittee’s interim report. 





programs. The state government in 
North Dakota, for example, has 
taken over the former county re- 
sponsibility and pays voluntary 
hospitals regular charges less 15 
per cent on care for the indigent 
population. This arrangement 
serves to eliminate squabbles over 
eligibility and residence, a common 
feature of weak county or town- 
ship programs. 

Washington has a new program 
that provides care for both the in- 
digent and medically indigent pop- 
ulation in voluntary and county 
hospitals. 

State aid programs: Seven states 
have programs which show admin- 
istration by the county or township 
with the state reimbursing the 
county for a percentage of its ex- 
penditures. This percentage ranges 
to as high as 70 per cent in Oregon. 

State charity hospitals: Two south- 
ern states follow a pattern of pro- 
viding state charity hospitals as 
the single means for the care of the 
indigent population. 

State university hospitals: In sev- 
eral midwestern states, state uni- 
versity hospitals provide consider- 
able care to indigent patients from 
all counties. Actually, these states 








retain the county system but with 
the state university hospital help- 
ing to carry a part of the load. 

The pattern for determining 
eligibility is as varied as the meth- 
od of financing care. State agencies 
make this determination in six re- 
porting states; 28 states report 
county or local certification, and in 
five states, the hospitals certify. 

Methods of payment to hospitals 
also are varied. Regular hospital 
rates, in one instance with a dis- 
count, are paid in eight states. The 
government reimbursable cost 
formula is used in three. Three 
New England states reported that 
voluntary hospitals receive direct 
state subsidies, apparently in rec- 
ognition of the stand-by value of 
the hospital to the community. Six 
states reported that rates are es- 
tablished by direct negotiation. 
Hospital rates to government agen- 
cies are still on a “horse-trading” 
basis in many areas. 

On the basis of information de- 
veloped in its study, the committee 
recommends that these principles 
be followed in assigning responsi- 
bility to the various government 
units: 

Traditionally, care of the needy 
has been the responsibility of local 
communities. Since all communi- 
ties cannot fully meet this respon- 
sibility, each state should have a 
program to provide medical and 
hospital service to those who can- 
not pay the whole cost. 

Under such a program the local 
community should: 

1. See that all hospital and 
medical care is available to all 
persons regardless of their ability 
to pay for it. 

2. Share such services’ costs. 

3. Certify eligibility of such in- 
dividuals for service, or audit such 
certification by the hospital. 

The state should: 

1. Aid the communities finan- 
cially according to the communi- 
ties’ financial ability to meet such 


need. 
2. Establish standards and en- 
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courage uniformity in (a) deter- 
mination of eligibility for care and 
(b) methods of calculating reim- 
bursement for hospital care. 

3. Assume the responsibility for 
guaranteeing that no one will be 
denied care because of his inability 
to meet the whole cost of such care. 

The federal government should: 

1. Assist the state financially on 
the basis of need and the financial 
ability of states to meet such need. 

In this medical and hospital-care 
program, hospital care should be 
purchased at rates not less than the 
cost of rendering the service. 

These were supporting recom- 
mendations: 

1. It should be recognized that 
local government has the first re- 
sponsibility for providing medical 
and hospital care for persons un- 
able to pay the whole cost of it. 
That voluntary charity carries 
much of this burden does not alter 
local government responsibility. 

2. Financial responsibility for 
providing medical and _ hospital 
care for such persons should be 
spread over as broad an area as 
possible. Because of the economic 
inequality of counties and com- 
munities, it is impossible to finance 
adequate programs in many areas 
where the need is greatest. The 
state is able to average the eco- 
nomic resources of all its counties 


and communities. In the same way, 
the federal government can aver- 
age the economic resources of the 
nation, encouraging and assisting 
all states to protect their citizens 
who need medical and _ hospital 
care. 

3. The desirability of local par- 
ticipation in these programs must 
be emphasized. Financial partici- 
pation is desirable because it es- 
tablishes a sense of local-com- 
munity responsibility for providing 
the care. The eligibility of persons 
receiving care should be deter- 
mined in the local communities 
where the individuals are known. 

4. Each state should be respon- 
sible for providing proper medical 
and hospital care to those unable 
to pay the whole costs. Both the 
state and its counties and com- 
munities should share in the finan- 
cial support of such programs. 
Since counties and communities are 
divisions of the state, the state law 
should require their participation. 

5. Administration of programs 
of medical and hospital care for 
persons unable to pay the whole 
cost should be carried on wherever 
possible within the county or com- 
munity. Minimum standards and 
uniform procedures should be es- 
tablished by the state. Local ad- 
ministration should be subject to 
state supervision. 





EEZ State programs 
i] County and local programs 


= State aid to courity programs (per 
cent of costs paid is indicated) 


GEE State and county overlapping 
programs 





State charity hospitals only 


a 


INDIGENT PATIENT CARE 


How government units share the responsibility for the 
medical and hospital care for the indigent population 


Bea State charity hospitals and state 
funds for care in private hospitals 


State university hospitals aiding 


county programs 


Prepared by the Committee 
on State and Local Welfare 
Legislation, Council on Gov- 
ernment Relations, American 
Hospital Association. 
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6. Inadequate appropriations 
may render ineffective even the 
best program. State and local gov- 
ernments must be conscientious in 
providing sufficient funds to meet 
the need. Methods should be de- 
veloped for estimating such need. 

7. Such a care program does not 
meet its obligations fully unless it 
pays for the full cost of providing 
care. When government pays less 
than the full cost of care to the 
hospital, the difference must be 
made up by other sick patients or 
from charitable funds. The ability 
of the hospital to serve the com- 
munity adequately may be seri- 
ously impaired when the govern- 
ment fails to meet fully its respon- 
sibility. State and local govern- 
ments must be fully informed of 
the costs of providing hospital care. 


Further Study 


The informal survey is only a 
beginning. The problem of pro- 
viding medical and hospital care to 
persons unable to pay the whole 
cost is complicated. In the survey, 
many allied problems that were 
brought to light should be studied 
further. These are 10 of the sub- 
jects, and in the course of further 
study other related problems may 
suggest themselves. 

1. Verification and amplification 
of existing information. 

2. Further study of established 
state programs. 

3. Study of representative city 
programs. 

4. Examination of the influence 
of university teaching hospitals. 

5. Examination of the influence 
of tax-supported, charity hospitals. 

6. Study of the problem of pro- 
viding care to nonresidents. 

7. Study of methods of estimat- 
ing financial need, thus assuring 
adequate appropriations and prop- 
er allocation of funds to areas in 
proper relation to need. 

8. Study of methods of deter- 
mining eligibility to assure care 
not only for those on relief but also 
for persons unable to meet the full 
cost of hospital and medical care. 

9. Development of standards and 
procedures for federal, state and 
local government programs. 

10. Determination of a logical 
administrative agency, such as the 
health department or welfare de- 
partment, to conduct the programs. 
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For Early Cancer Recognition 


New Films To Dramatize Control 


NEW FILM on cancer showing 

the importance of early diag- 
nosis in the reduction of cancer 
mortality has been completed by 
its co-sponsors, the American Can- 
cer Society and the National Can- 
cer Institute of the Public Health 
Service. 

The film, titled “Cancer: The 
Problem of Early Diagnosis,” now 
is available to professional groups. 
It is the first in a series of six, de- 
signed for physicians, pointing out 
the urgency of detecting cancer 
early. It relates the entire cancer 
problem to the practice of the gen- 
eral practitioner, showing that he 
is the first line of defense against 
the disease. 

The five to follow will depict the 
techniques of early diagnosis of 
breast, oral, lung and esophageal, 
gastro-intestinal and skin cancers. 


First Operation 


The film opens with the dramatic 
scene of the first successful opera- 
tion for gastric cancer, performed 
by Dr. Theodor Billroth at the Uni- 
versity Clinic of the General Hos- 
pital at Vienna in 1881. 

The narration explains that in 
1881, as until recently, the diag- 
nosis of cancer was practically a 
sentence of death. Where the gas- 
tro-intestinal tract was involved, 


MORTALITY ~ GASTRIC CANCER 


AUSTIN V. DEIBERT, M.D. 
CHIEF, CANCER CONTROL BRANCH 
NATIONAL CANCER INSTITUTE 
PUBLIC HEALTH SERVICE 
WASHINGTON 


the chances of cure were flatly 
hopeless. No intra-abdominal tu- 
mor had ever been successfully 
removed. Consequently the diag- 
nosis of gastric cancer carried a 
mortality of 100 per cent. 

Several major improvements 
were needed to increase the cancer 
cure rate: Improved diagnostic 
techniques, improved surgery and 
improved preoperative and post- 
operative care. 

In this historic operation, Theo- 
dor Billroth and his associates 
made a dramatic bid for the ful- 
fillment of one of these require- 
ments. Surgery was the only an- 
swer to this challenge—surgery 
radical enough to resect nearly the 
entire stomach. 

The attempt was made. As it is 
now known, this operation for re- 
section of the pylorus was a suc- 
cess and the patient lived. 

The initial scene establishes the 
intelligence, courage and skill that 
characterize men in the profession, 
like Dr. Billroth, whose initiative 
and daring constantly help us to 
control cancer. The film then con- 
siders the situation of today as it 


relates to cancers of the stomach, 
breast, rectum, cervix and lung. 
Gastro-intestinal cancer, the film 
shows, is not the commonest type 
of cancer but is the leading cause 
of cancer deaths. The reason for 
this disproportionately high mor- 
tality is seen in the clinical behay- 
ior of gastric carcinoma as illus- 
trated in-this section of the film. 


Average Patient 


The film shows, by animation, 
the condition of the average cancer 
patient at the time he first sees his 
doctor. It explains what the clin- 
ical progress of the disease has 
been. It shows the accepted meth- 
ods of treatment for each of the 
five cancer sites considered in the 
film. It teaches what can be accom- 
plished in reduction of cancer 
mortality when early diagnosis is 
followed by modern, effective 
treatment. 

For example, the present mor- 
tality of gastric cancer is about 95 
per cent. Diagnosed early and 
treated effectively, gastric cancer 
mortality can be substantially re- 
duced. 

Similarly, the mortality for 
breast cancer now is about 50 per 
cent. Diagnosis and treatment, if 
it could be given when the disease 
is in an early stage, might reduce 


\gARY 
MORTALITY GASTRIC CANCER 


] 


DELAYED DIAGNOSIS and treatment of gastric cancer results in almost 100 per cent mortality (left) because of local recurrence and some 


metastases. Through early diagnosis, the chances for a five-year postoperati 
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ve recovery period are improved by almost 50 per cent. 
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»e help for the busy 
hospital buyer 


This new booklet is designed as a handy informa- 
tive guide to Cutter’s complete line of expendable 
equipment for infusion of solutions, blood and 
plasma. For your convenience the pages are index 
card size, and may be torn out along perforated 
edge for inclusion in your card file. 


MAIL THE COUPON FOR YOUR COPY 


CUTTER LABORATORIES, Berkeley 10, California, Dept. B-37 


Please send me the new expendable |. V. Equipment guide. 





Sand 
Hosp 





Address 








City 
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@Cutter expendable intravenous sets are sterile, 
pyrogen-free and come already assembled for im- 
mediate use. Simply remove protective coverings, 
attach a sterile needle, and you’re all set for safe, 
simple, time-saving administration. 


Team these streamlined disposable sets with 
sterile, pyrogen-free Cutter Solutions in Safti- 
flasks—and you have the ideal combination for 
I. V. infusion. 


Solutions ing — 


SAFTIFLASKS 



























this figure as much as one-half in 
the number of lives lost. 

In rectal cancer, the present 
mortality is about 90 per cent. 
Cancer of the large bowel offers a 
dramatic opportunity for improve- 
ment in reduction of mortality in 
this site, because nearly half of 
these lesions occur in the rectum 
within reach of the examining 
finger. The first method of attack 
against this disease is clear. 

Only a high index of early sus- 
picion, followed by accurate diag- 
nosis can make modern, effective 
treatment possible. With this com- 
bination of forces, a considerable 
proportion of the lives now lost 
to this type of cancer might be 
saved. 

Proceeding to cancer of the fe- 
male genital tract, the film points 
out that in this frequent site of 
cancer about two-thirds of the 
lesions occur in the cervix, an 
organ accessible to examination. 
The present mortality of cervical 
cancer is about 65 per cent. “Cer- 
vical cancer must — and can — be 
suspected early,” the film explains. 
When accurate diagnosis and mod- 
ern, effective treatment follow 
warranted suspicion of cervical 
cancer, the mortality is reduced. 

The film indicates that early 
diagnosis and treatment of lung 
cancer might reduce the mortality 
for this site from almost 99 per 
cent, where it now stands, to about 
65 per cent. In recent years, it is 
explained, lung cancer has been 
diagnosed with increasing frequen- 


cy. 


68 













THIS scene from the cancer film shows the 
great surgeon, Dr. Billroth, explaining a 
detail of his first pylorectomy to his assist- 
ant before entering the operating room. 


In contrast to some medical 
films, “Cancer: The Problem of 
Early Diagnosis” is not a record of 
a medical event. Rather it is a 
dramatic teaching device which 
conveys the significance and ur- 
gency of early detection. It is eco- 
nomic in content and dramatic in 
form. Much of the dramatic effect 
is achieved by liberal use of excel- 
lent animation. 

In essence, almost half of those 
who die from cancer each year 
might be saved by full use of tech- 
niques known to the medical pro- 
fession. The annual toll is more 
than 180,000 deaths from cancer. 
The film points out, quite logically, 
that the responsibility for early 


THREE HOURS were needed to perform the first successful pylorectomy (left) by the surgeon, Dr. Billroth. This operation pointed out 
surgery as the only treatment of gastric cancer that offers any hope of cure. Today (right) many patients undergo this operation. 











diagnosis rests with the general 
practitioner. All branches of med- 
ical science are called upon for 
adequate treatment of the cancer 
patient. 

The cancer film is a 16-min. 
sound film, in color, that runs 
about 30 minutes. Prints are avail- 
able on loan and for purchase. 

This film will prove interesting 
to the professional workers of hos- 
pitals. It might be shown at a 
monthly staff meeting, at study 
sections for interns and residents, 
at instructional sessions for nurses. 
Free publications supplementary 
to the film are available for use in 
connection with each showing. 

Loan copies will be available in 
most states either through the 
state cancer society or the state 
health department. They will also 
be obtainable through the spon- 
sors, The American Cancer Society, 
47 Beaver Street, New York City 
4, and the National Cancer Insti- 
tute of the Public Health Service, 
Bethesda 14, Md. 

Loan copies will also be distrib- 
uted from the four regional depots 
of the Association Films, 347 Mad- 
ison Avenue, New York City; 206 
So. Michigan Avenue, Chicago; 251 
Turk Street, San Francisco, and 
3012 Maple Avenue, Dallas. Bor- 
rowers usually will pay shipping 
costs and, there may be a small 
service charge. 

Information on the purchase of 
films may be obtained from the 
American Cancer Society, and the 
National Cancer Institute. The pur- 
chase price is $150 per print. 
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Master Menu 


A service offered to hospital 
administrative and dietary staffs by 
the American Hospital Association 








Margaret Gillam 


The American Hospital As- 
sociation’s dietetic specialist, 
perfected the Master Menu 
plan as another of her major 
projects. 

Miss Gillam’s authoritative 
works are based on her past 
distinguished service as ad- 
ministrative dietitian of the 
University of Michigan Hos- 
pital and director of the de- 
partment of nutrition of the 
New York Hospital. 

She is a past president of 
the American Dietetic Asso- 
ciation. She was a special 
consultant for the reorganiza- 
tion of the Veterans Admin- 
istration dietary service and 
is now chairman of its die- 
tetie advisory council. 
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HE HOSPITAL FOOD SERVICE man- 
yoy faced with an array of 
physicians’ orders for special diets, 
has a time-consuming and expen- 
sive problem if she is to satisfy 
patients’ diet needs with tempting 
meals. She must plan menus and 
purchase and prepare foods within 
a specified budget. If she does not 
have a proper guide—and this of- 
ten happens — taste, appearance 
and variety are lost in the search 
for adequacy. 

For the many hospitals requir- 
ing that guide, the American Hos- 
pital Association offers a new serv- 
ice—the Master Menu. It is in effect 
a dependable, complete food- 
service-planning package—the 
guide that will permit hospitals to 
furnish better food service at low- 
er costs. The Master Menu simpli- 


fies most of the special diets used 
in the hospital by modification of 
a relatively simple general diet. 

There is still another dividend 
to come through use of the Master 
Menu. The food service authority 
who uses the Master Menu will 
have more time for proper han- 
dling of her other managerial du- 
ties. 

Leading internists advocate the 
use of fewer and better diets in 
hospitals. They recognize the thera- 
peutic value of meals that are pal- 
atable as well as nutritious. The 
Master Menu recognizes this need. 
It reduces to a minimum the num- 
ber of diets. It simplifies planning, 
decreases costs and conserves food 
preparation time. Special diet 
foods are prepared more easily 
from the general menu in the main 
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1. The day's menu (keyed) from HOSPITALS. 2. Menu copied on convenient transfer slip. 3. Transfer slip attached to master chart. ; 
kitchen. This will mean less need 3. These numbered menu selec- corresponding Master Menu charts. Ny 
for or the elimination of the spe- tions can be typed or written on 4. The chief cook or other food tl 
cial diet kitchen. This Master three handy menu transfer slips to preparation authority then can tell p 
Menu may be used as a basis for be fastened in place daily on the at a glance what foods are to be fi 
planning menus for private pa- 
tients, for a selective service for VARIATIONS FROM THE GENERAL DIE ervin: 
patients, or for the employee cafe- 
teria. 
MEAT, POULTRY, 
Each hospital will make indi- VARIATIONS FROM FISH, CHEESE OR MILK VITAMIN C 
vidual variations according to sea- GENERAL DIET a. 1 Pint 1 Serving 
sonal or regional requirements. ” 
Extensive study and experimen- SOFT DIET 2 servings 1 quart 1 to 2 servings serving 
: ; : : Include: Poultry, ba- Include: Orange, grapefruit angarclude: Coo 
tation have gone into the Master ese oro g Magned Bo Bong ma, tenler Nest, as ts oan atom 
Menu. A general diet has been de- ; a“ * | lamb and veal, fruit sections. ears, apple 
: ‘ No pastries. No fried foods. Foods moder- Pte sad enh ’ f ie 
veloped which forms the basis of ately low in cellulose, connective tissue merican : Exclude: Cabbage, turnip greens, rais! 
. tage cheese. melons and berries. elons, bert 
the seven most commonly used ~ spy ae “07 and meats Exclude: Legumes, 
special hospital diets. ee ee cured meats, pork 
All except the liquid diets have and sardines. 
been planned to include the nine 
food essentials and servings re- pe ee ! — sanaie _— serving 
§ sae ). -2 servings var 
quired for nutritional adequacy. Chopped a. apetiides a fails. Include: battens ; Include: Orange, tomato, grape ime 4 = 
The chart, “Food Essentials to Be Some raw vegetables and fruit. No | cheese, chopped ten. ie = — ye lopped. 

: : ” der beef, lamb, liver, and grapefruit. Tomatoes, turni 
Included in the Daily Menu Plan, tea or coffee. chickes ena greens, tender cabbage leaves 
shows the nine food essentials and clude: Pork, veal, 
the required food servings to meet cured meats, leg- 
the standards recommended by eee ' 
the food and nutrition board of B. GASTRIC SOFT 1 serving 1 to 2 1 serving ‘orang ' 
the Nati IR hc i] Same as soft diet but omit extracts | Same as soft diet. quarts Orange or grapefruit juice. me as so 

a seers NeENCas. of meat and chicken, tea and coffee. 
The dietitian who follows the Add extra milk. 
Master Menu is assured of well- — ¢. LOW RESIDUE 2 servings 1 pint 1 serving serving 


balanced meals planned for sim- 
plicity, economy and variety. 
This, briefly, is how the new 
American Hospital Association 
Master Menu service will work: 


Sieve the vegetables and grind meat 
if required. Limit milk to 1 pint. 


INCREASED PROTEIN, HIGH CARBOHYDRATE 
Larger servings meat, poultry, fish. Jelly 
or jam each meal. 


Same as soft diet. 


2 large servings. 


1% quarts 2 servings 


Orange or grapefruit juice. 






Or more s 
weetened ¢ 


1. Hospitals will be sent three INCREASED CALORIES, VITAMINS and MIN- | 2 large servings. 1 quart 1 to 2 servings servings 
é ERALS (diet to gain weight). 
Master Menu charts—for morning, DECREASED FATS bees ins serving 
: servings int to 2 servings 
noon and sinioreniiae meals. These No fried foods, no pastries, no foods pre- | Free from visible ‘ 
should be readily available to the pared with fats or oil. Limit to 1 pint milk, | fat. 
chef, perhaps hung on the kitchen 1 egg, 1% squares butter. (May be neces- 
one sary to exclude raw vegetables.) 
‘ ' : INCREASED VITAMINS and MINERALS, DE. 2 servings 1 pint 1 to 2 servings — 
2. Each issue of HOSPITALS will  ¢REASED CALORIES (diet to lose weight). | Free from visible eee 
carry a month’s schedule of com- fat. aches, api 
prehensive menus, listing for each WEIGHED OR MEASURED DIET 2 servings 1 pint 1 serving servings 
meal the foods needed to make up Prescribed individually by physician. Mini- 
a general and seven most com- mum food essentials necessary. 
LIQUID DIET 1 quart 2 to 3 servings 


monly used special diets. 
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served daily on each of the eight 
diets. 

5. The person in charge of menu 
planning, at the same time, will 
have a complete menu plan a 
month in advance. This will en- 
able her or the purchasing agent 
to order food supplies wisely and 
economically. 

The Master Menu charts are the 
key to the plan. The key-num- 
bered monthly menu entries in 
HOSPITALS are the work saver. 

The first column on each of the 
three charts lists the basic foods 
to complete any and all menus. 
The second column, headed “‘Day’s 
Menu,” is left open for attaching 
the daily menu. To eliminate any 
possible confusion, each line in the 
first column of the Master Menu 


chart and each line on the Master 
Menu transfer slips have been 
numbered for proper matching. 

An example illustrates the ar- 
rangement: The first entry on the 
March 1 breakfast menu is listed, 
“1, Banana.’ This entry is copied 
on line 1 of the breakfast transfer 
slip. When the other five numbered 
items are added in the respective 
spaces, the slip is attached by 
transparent gummed tape to the 
Master Menu chart. The item, “1. 
Banana,” then must be directly 
opposite “Fruit 1.” on the Master 
Menu breakfast chart. The chart 
then will show at a glance that 
bananas should be served on all 
but the soft and liquid diets. Other 
food items will be listed in the 
proper spaces. 





While the Master Menu has been 
planned to discourage substitu- 
tions,* the two tables, “Food Es- 
sentials To Be Included in the 
Daily Menu Plan” and “Variations 
from the General Diet,” may be 
used for guidance when it is nec- 
essary to vary the listed menus. 
The table on variations charts the 
number of servings or quantity of 
daily food requirements and mod- 
ifications in consistency or constit- 
uents. From these charts, items of 
like value can be selected to sub- 
stitute for foods included on the 


*An estimate of the nutritive value of 
the diets may be calculated by using the 
“Food Composition Table for Short Method 
of Dietary Analysis” (revised), from the 
Journal of the American Dietetic Associa- 
tion, Vol. 21, No. 7. July-August 1945. This 
is available in reprint form. 


. DIE 





FRUITS 
1 Serving 


serving 


apefruit angarclude: Cooked or canned fruit (with. 
ye and grapemit seeds or skins), peaches, apricots, 


ears, apples, ripe bananas. Exclude: 


urnip greens, raisins, pineapple, plums, prunes, 


tlons, berries, mangoes. 


serving 





nato, grapeime as soft diet but fruits are 
s of oranggeopped. 

atoes, turn 

page leaves 


} juice. 


juice. 


serving 
ame as soft diet. 


H serving 
beme as soft diet. 


i 


i or more servings 
Sveetened canned fruit preferred. 


servings 


serving 


servings 
"sweetened apples, pears, pineapple, 
aches, apricots, berries, melons. 


servings 
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ervvings of Daily Food Essentials and Modifications in Constituents 


BUTTER or SUGGESTIONS FOR USING 
VEGETABLES POTATOES E66 poy MARGA- | FOODS REQUIRED ON DIETS 
2 Servings 1 Servin 1 Servin i RINE BUT NOT INCLUDED ON 
' . S| 3 Servings | 5 serviags PLANNED MENUS 
2 servings 1 to 2 1 serving 3 to 4 3 squares 3 P.M.: 1 glass orange, 
Include: Cooked mild flavored low servings servings grapefruit or tomato 
residue vegetables. Exclude: Cab- Include: Include: juice 
bage, corn, cucumbers, sauerkraut, Mashed, Toast, or 8 P.M.: 1 glass milk 
rutabagas, onions, brussel sprouts, boiled, baked, bread. 
radishes. creamed, Exclude: All 
scalloped, hot breads, 
Irish, sweet » all bran, 
or yams. Ex- cracked 
clude: Fried wheat. 
potatoes. 
2 servings 1 serving 1 serving 3 to 4 3 squares 
Include same vegetables as on soft Same as servings 
diet. Some raw vegetables, tomato, soft diet. Same as 
celery hearts, lettuce, cabbage, soft diet. 
carrots. 
2 servings 1 serving 1 serving 3 to 4 3 squares | 10 A.M.: 1 glass milk 
Same as soft diet. Same as servings 3 P.M.: 1 glass milk 
soft diet. Same as 8 P.M.: 1 glass milk 
soft diet. 
2 servings 1 serving 1 serving 3 to 4 3 squares 
Same as soft diet but sieved. Same as servings 
soft diet. Same as 
soft diet. fie 
3 to 4 servings 2 servings 2 servings 7 servings 3 squares | % P.M.: 1 glass milk 
ce 
2 servings 2 servings 1 or more 3 to 6 6 squares 8 P.M.: 1 glass milk 
serving servings 
2 or more servings 1 serving 3 to 4 3 to 4 1% 
a week servings squares 
4 servings 1 serving 1 serving 2 slices 1% 
(small) bread squares 
3 to 4 servings 1 serving 1 serving 3 to 4 3 squares 
servings 
2 servings 8 P.M.: 1 eggnog 









































MEAT, FISH, 
POULTRY, CHEESE MILK VITAMIN C FRUIT VEGETABLES 
or LEGUMES 
2 servings 1 pint 1 serving 1 serving 2 servings 
Fresh, frozen, Pasteurized, Fresh or Fresh, Fresh, 
canned, dried or evaporated or canned frozen, frozen, 
cured powdered dried ¥ ool 
canne 
* 1 orange Apples Artichokes 
~ Beverage : Apricot Asparagus 
Beef Yo grapefruit preeens 3 
Milk ‘ Bananas eans 
Lamb 1 tangerine Deities Beets 
Pork Cocoa or Cherries a ; 
: ; russel sprouts 
Veal Soups and twice as much Figs Cabs - 
Vari t of tomato Grapes 9 
ariety meats chowders Mangoes Carel 
; fresh tender Melons aulifiower 
Poultry anaes caggabe, turnip Papaya Celery 
" Puddings greens, melons, Peaches Collards 
Fish and strawberries Pears Corn 
“a Custard ore ag egal a 
vitamin C. ums 
Dried peas aan Prunes Greens 
or ee 1 gt. milk Replace citrus Raisins Kale 
fruits with Rhubarb Lettuce 
*Liver is high in these when in Tropical Mushrooms 
Vitamin B com- season. This fruits Okra 
plex and iron. usually is at Onions 
It should be a time when Parsnips 
included fre- citrus fruits Peas 
quently on the are scarce and Spinach 
menu. expensive. Squash 
Tomatoes 
Turnips 
Water cress 








FOOD ESSENTIALS TO BE INCLUDED IN THE DAILY MENU PLAN 



























POTATOES 
IRISH - YAMS - EGG BREAD or 
SWEET CEREALS 
1 serving 1 serving 3 servings 
Fresh, Fresh, Whole grain 
frozen or frozen or or 
canned powdered enriched 
Au gratin Poached Bread 
Baked Soft cooked White 
Boiled Hard cooked Rye 
Browned Scrambled Whole wheat 
Creamed Omelet Graham 
French friend Sliced Biscuits 
Glazed Coddled Rolls 
Hash browned Fried - Muffins 
Lyonnaise or in and 
Mashed Custards Variations 
Scalloped Puddings Cereals— 
Steamed Sauces cooked or 
Egg beverages ready to 
serve. 

















day’s menu which the dietitian is 
unable to obtain. 


Menu Planning Details 


In planning the special diets 
from the Master Menu, the dieti- 
tian must remember that this plan 
is designed to serve as a pattern 
of foods to be used. Quantity of 
portions and modifications will de- 
pend on the doctors’ prescriptions 
and the diet policy of the hospital. 

The Master Menu diets are 
readily adaptable to small and 
large institutions. The general and 
seven special diets should meet the 
majority of patient needs, and they 
can be modified to satisfy individ- 
ual requirements if a physician so 
orders. 

» THE GENERAL DIET is the normal 
diet for adults and has been 
planned to provide nutritious and 
satisfying meals at a reasonable 
cost. To reduce costs, the dietitian 
may omit soup and salad at dinner 
and hot breads at supper. Fruit 
juice may replace fruit on the gen- 
eral diet at breakfast if more con- 
venient. This diet may be served 
to employees as well as to patients. 
» THE SOFT DIET is recommended 
for conditions in which mechanical 
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ease of eating or digestion is de- 
sired. Foods that are difficult to 
digest are omitted. 

To meet specific conditions vege- 


tables may be sieved and meats 
ground or chopped. Variations of 
the soft diet may be made as 
shown on the special diet chart 


THE MASTER menu 
charts are keyed for 
use with daily menu 
suggestions listed in 
HOSPITALS. This 
form permits serving 
of seven essential 
special diets by a 
modification of the 
hospital's general 
diet. The dietitian or 
other person in 
charge of planning 
selects the menu for 
the day; the chart 
shows the cook which 
of the foods are to 
be served on each of 
the eight main diets. 


Fruit 
Fruit Juice 


Cereal 


Meat 

Hot Bread or Toast 
Toast 

Butter or Margarine 
Jelly or Jam 

Milk (for cereal) 

Milk (1 glass) 
Beverage 

Sugar 

Cream (for beverage) 


Milk (for beverage) 


DAY'S MENU 


x 


x 


x 
x 
x 
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BUTTER or ENERGY FOODS 


MARGARINE 


3 servings 


Additional foods are in- 
cluded to satisfy the ap- 
petite and energy needs 
but are not in place of 
the nine daily food essen- 
tials. 


Butter or 
fortified 
margarine— 
3 squares 





for the child’s, gastric soft and low 
residue diets. 

1. The children’s diet is funda- 
mentally the same as the soft diet, 


except for the omission of tea and 
coffee, fish with bones, and salt 
and pepper on the trays. Servings 
are reduced to meet the appetite. 

Children from 10 to 24 months 
of age are served ground liver, 
minced chicken, flaked fish or cot- 
tage cheese occasionally and a 
stewed vegetable at the noon meal. 
Cereal and a cooked fruit are re- 
quired for the supper meal, and 
an egg is given at the morning or 
evening meal. 

For children under six years of 
age, meat is cut in small pieces, 
vegetables are chopped and the 
skins are removed from the baked 
potato. 

2. The gastric soft diet, unless 
specifically prescribed, is the same 
as the soft diet, with the omission 
of meat and chicken extracts, and 
tea and coffee unless ordered by 
the physician. Milk is served at 
10 A.M., 3 P.M., and 8 P.M., and 
cereals are refined. Breads are 
limited to white, finely ground 
whole wheat and rye bread with- 
out seeds. 

3. The low residue diet ordinari- 
ly varies only slightly from the 
soft. Milk, including that used in 
cooking, does not exceed one pint, 
and fruit is limited to fruit juices, 
fruit purees, ripe bananas, fresh 


or canned peaches and pears and 
canned peeled apricots. Vegetables 
are limited to vegetable juice, 
vegetable puree, cooked asparagus 
tips and carrots, and baked, boiled, 
creamed or mashed potatoes. Re- 
fined cereals are served, and only 
white finely ground whole wheat 
and rye bread without seeds are 
permitted. 


4. For febrile conditions the soft 
diet may be used. In addition, 
nourishments high in vitamin C 
and calories are given, and vitamin 
concentrates are provided on the 
physician’s order. 


>» THE LIQUID DIET is made up of 
foods which become liquid in the 
mouth. It does not contain all of 
the essential nutrients and usual- 
ly is served for a limited period of 
time. 


» THE INCREASED PROTEIN AND HIGH 
CARBOHYDRATE DIET has been pre- 
pared to increase proteins and 
carbohydrates. A normal amount 
of fat is included but if a low fat 
content is desired, skim milk made 
from skim milk powder may re- 
place whole milk, salad dressing 
can be omitted, and butter is lim- 
ited to one-half square each meal. 
» A FIFTH DIET provides liberal 
amounts of calories, vitamins and 


The American Hospital Association's 
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MASTER MENU 
For Simplified Menu and Diet Planning 


LUNCHEON OR SUPPER 


MASTER MENU 


MENU DAY'S MENU 











*Soup or Appetizer Soup or Appetizer 











Crackers Crackers 





Meat, Poultry, or Fish Meat or Alternate 








Meat, Poultry, or Fish Meat or Alternate 








Potatoes Meat or Alternate 





Potatoes or Alternate Potatoes or Alternate 





Vegetable Vegetable 











Vegetable Salad 








"Salad Salad Dressing 








Salad Dressing Dessert 
Dessert Dessert 

= —_—_—_|— 
Dessert Gelatin or Dessert 33} 


Gelatin or Dessert Fruit 34 | 


Fruit Fruit Juice 





Fruit Juice *Hot Bread or Bread 


Bread or Toast Bread or Toast 





Butter or Margarine Butter or Margarine 





Milk (1 glass) Milk (1 glass) 
Beverage (optional) ~ Be » fie 


Beverage [if requested) 


Cream (for beverage) 


Cream (for beverage) 


| KK | KD TD 


Sugar (for beverage) 


*To reduce costs, omit hot bread at luncheon or supper. 


mance marty we MOSP LT ALS sneer reaps ne 
shed monthly in i Ji} Amencan Hospital As 


Sugar (for beverage) 


*To reduce costs, omit soup and salad at dinner on the general diet. 
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minerals. They may be increased 
further by serving between-meal 
nourishments and providing vita- 
min supplements on the physician’s 
order. Vitamin concentrates usu- 
ally are less expensive than their 
equivalent in food. 

» THE DECREASED FAT diet is mod- 
erately low in fat. When fat must 
be decreased, fried foods, rich pas- 
tries and foods prepared with fats 
or oil are omitted. Milk is limited 
to one pint and butter to one and 
one-half squares. All visible fat is 
removed from meat, and a liberal 
use of green and yellow vegetables 


is essential to insure an adequate 
amount of vitamin A. The patient’s 
condition will determine the fruits 
and vegetables to be served; it may 
be necessary to exclude raw vege- 
tables. 

» THE DECREASED CALORIES, IN- 
CREASED VITAMINS AND MINERALS 
DIET limits foods high in carbo- 
hydrate and fat and increases vita- 
min and mineral content. Vitamin 
concentrates are desirable if or- 
dered by the physician. 

}» THE WEIGHED OR MEASURED DIET 
is planned specifically with the 
diabetic in mind. The diabetic diet 








is quantitative. It is prescribed by 
the physician according to the re- 
quired number of grams of protein, 
fat and carbohydrate, and the di- 
vision of the carbohydrates for the 
three meals ordinarily is specified. 
Again, the weighed or measured 
diet is a pattern from which the 
diabetic diet is selected, according 
to the individual prescription. In 
modern treatment of diabetes the 
diet varies little from the general 
diet in the variety of foods. Pre- 
pared dishes are omitted for great- 
er ease in planning and interpret- 
ing the diet to the patient. 










































MARCH 4 


. Tangerine 


36. 


MARCH 1 


MARCH 5 
Half Grapefruit 





. Apple Juice 





MARCH 2 





MARCH 6 


Fresh Orange Halves 








MARCH 3 


|. Banana |. Fresh Orange Halves |. Half Grapefruit 
2. Grapefruit Juice 2. Orange Juice 2. Blended Juice 
3. Oatmeal or Corn Flakes 3. Puffed Rice or Granular Wheat 3. Farina or Bran Flakes 
MASTER MENUS 4. Poached Egg Cereal 4. Scrambled Eggs 
5. Bacon 4. Soft Cooked Egg 5. Grilled Ham 
6. Bran Muffins 5. Sausage 6. Cinnamon Buns 
FOR MARCH 7. Consommé a la Royal 6. Toast 7. Beef Broth 
8. Saltines 7. Bouillon 8. Melba Toast 
9. Baked Ham 8. Crisp Crackers 9. Sautéed Liver 
10. Roast Leg of Lamb 9. Haddock a la Creole 10. Broiled Liver 
11. Orange Sweet Potatoes 10. Roast Veal 11. Scalloped Potatoes with Onions 
12. acme | Grits +3 oe te aa a, os tae 
13. Spinac . Paprika Potatoes . Stewe omatoes 
Keyed menus for the month follow- 14. Sliced Carrots 13. Lima Beans 14. Mashed Squash 
: 2 , 15. Head Lettuce Salad 14, Asparagus Tips 15. Perfection Salad 
ing publication are furnished in each '6. Chiffonade Dressing 15. Celery, Pickle Chips, Carrot Strips 16. Mayonnaise Dressing 
17. Butter Pecan Ice Cream 16. meee 17. Coconut Layer Cake 
° 18. Vanilla Ice Cream 17. Lemon Snow Pudding with Custard 18. White Cake with White Icing 
issue of 19. Raspberry Sherbet Sauce 19. Junket 
20. Fresh Pineapple 18. Lemon Snow Pudding with Custard 20. Sliced Oranges 
HOSPITALS 21. Blended Juice Sauce 21. Orange Juice 
22. Cream of Fresh Vegetable Soup 19. Lime Gelatin 22. Potage Longchamps 
23. Crackers 20. Unsweetened Royal Anne Cherries 23. Croutons 
24. Chopped Beef and Mushroom 21. Grape Juice 24. Lamb Fricassee with Rice 
Sauté on Toast 22. Cream of Mushroom Soup 25. Lamb Fricassee 
ee 25. Broiled Beef Pattie 23. Saltines 26. Broiled Veal Chop 
The key numbers indicate proper 26. Broiled Beef Pattie 24. Salmon Loaf with Parsley Cream —27. Steamed Rice 
e. somed Potatoes ~<* — . = —— a _ 
e 8. Peas . Salmon Loa . Green Salad Bow 
position of the food item on the 29. Sliced Tomato Salad 26. Broiled Salmon Steak 30. Herb French Dressing 
30. Mayonnaise Dressing 27. Cubed Potatoes 31. Peach Cobbler 
31. Fresh Fruit Cup 28. French Styled Green Beans 32. Canned Peaches 
32. Canned Fruit Cocktail 29. Red and Green Cabbage Salad 33. Orange Gelatin 
33. Strawberry Gelatin 30. Sour Cream Dressing 34. Unsweetened Canned Peaches 
MASTER MENU CHARTS 34. Fresh Fruit Cup 31. Canned Pears and Chocolate 35. Pineapple Juice 
35. Orange Juice Ice Box Cookies 36. ee 
36. 32. Tinted Pear and Rice Compote 
33. Baked Custard 
34. Grapefruit Sections 





MARCH 7 


Orange Juice 


| I. 1. I. 

2. Blended Juice : 2. Orange Juice 2. Grapefruit Juice 2. Orange Juice 

3. Wheat Flakes or Hominy 3. Oatmeal or Puffed Wheat 3. Corn Flakes or Farina 3. Granular Wheat Cereal or 

4. Soft Cooked Egg 4. Scrambled Eggs 4. Soft Cooked Egg Puffed Rice 

5. Bacon 5. Canadian Bacon 5. Bacon 4. Poached Egg 

6. Toast 6. Raisin Bread Toast 6. Toast 5. Sausage 

7. Essence of Tomato Soup 7. English Beef Broth 7. Consommé 6. Toast 

8. Crackers 8. Saltines 8. Crackers 7. Scotch Broth 

9. Fillet of Flounder, Tartare Sauce 9. Braised Beef with Vegetable Gravy 9. Roast Chicken with Dressing 8. Crackers 

10. Broiled Flounder | 10. Broiled Liver 10. Hot Sliced Chicken 9. Beef Stew with Vegetables 

Il. Potatoes au Gratin It. Oven Browned Potatoes Il. Mashed Potatoes 10. Broiled Veal Chop 

12. Parslied Potatoes 12. Baked Potatoes 12. Steamed Rice 11. Baked Noodles 

13. Whole Kernel Corn 13. Julienne Rutabagas 13. Brussel Sprouts 12. Parslied Potatoes 

14. Green Beans 14. Chopped Greens 14. Mashed Squash 13. Broccoli 

15. Mexican Cole Slaw 15. Pear au Natural Salad 15. Jellied Apple and Cranberry Salad 14. Wax Beans and Pimiento 

| Sie é : 16. Mayonnaise 16. Creamy Mayonnaise 15. Sugar Plum Salad 

17, Lemon Chiffon Pie — 17. Apple Crisp with Whipped Cream _17. Chocolate Chip Ice Cream 16. French Dressing 

18. Lemon Chiffon Pudding 18. Tapioca Pudding 18. Vanilla Ice Cream 17. Lattice Cherry Pie 

19. Lime Gelatin 19. Whipped Cherry Gelatin 19. Orange Sherbet 18. Butterscotch Pudding 

20. Fresh Pear 20. Unsweetened Canned Peaches 20. Grapefruit and Orange Sections 19. Strawberry Gelatin 

21. Apple Juice : 21. Grapefruit Juice 21. Fruit Juice Punch 20. Fresh Pineapple 

22. Cream of Spinach Soup 22. Cream of Corn Soup 22. Duchess Soup 21. Apricot Nectar 

23. Crackers 23. Melba Toast 23. Saltines 22. Cream of Chicken and Rice Soup 

24. Cheese Soufflé 24. Scalloped Tunafish and 24. Cold Sliced Ham, Potato Salad, 23. Crackers 

25. Cheese Soufflé Potato Chips Ripe Olives 24. Spinach Soufflé with Crisp Bacon 

26. Broiled Lamb Chop 25. Jelly Omelet 25. Roast Beef 25. Spinach Soufflé 

27. Cubed Potatoes 26. Plain Omelet 26. Roast Beef 26. Roast Lamb 

28. Broccoli 27. Baked Potatoes 27. Steamed Rice 27. Stuffed Baked Potatoes 

29. Sliced Orange Salad 28. Peas 28. Asparagus Tips 28. Julienne Carrots 

30. Sherry Dressing 29. Head Lettuce Salad 29. Tomato Aspic Salad 29. Head Lettuce Salad 

31. Chocolate Fudge Cake with 30. French Dressing 30. Mayonnaise Dressing 30. Thousand Island Dressing 
Fudge Icing 7 31. Pound Cake with Frozen 31. Purple Plums and Sugar Cookies 31. Baked Apple with Ginger 

32. Sliced Banana with Soft Custard Strawberries 32. Canned Peeled Apricots Hard Sauce 

33. Soft Custard — 32. Apple Sauce 33. Raspberry Gelatin 32. Royal Anne Cherries 

34. Half Grapefruit 33. Junket 34. Unsweetened Canned Apricots 33. Baked Custard ; 

35. Apricot Nectar with Lemon Juice 34. Jonathan Apple 35. Blended Juice 34. Unsweetened Royal Anne Cherries 

3%. Ct ; 35. Tomato Juice ae eet 35. Tomato Juice 


36. Corn Muffins 
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Magic Chef ALLOY 1100* 


All-Hot-Top 


at no extra cost 
LASTS eee 


LASTS 
and LASTS! 


Years of successful daily use in many 
famous hotels, restaurants and institutions 
prove this to be the most efficient—long- 
est-lasting All-Hot-Top ever built by 
Magic Chef. 


Fast cooking is done on the ring and 
center lid up to 1100° F. The improved 
radial fin top spreads heat fast to the out- 
side edges of the cooking plates. This 
gives graduated temperature zones for 
fast, medium and low heat cooking. The 
hot-top is made from Alloy 1100, devel- 
oped by Magic Chef to retard warping 
or cracking. 














Fine cooking results, economy of time and 
fuel and low maintenance cost have made 
this longer lasting Magic Chef All-Hot- 
Top the favorite of good chefs everywhere. 


See Models 111 and 701 Let your local dealer show you the many 
For the Alloy 1100 ‘advantages of Magic Chef Heavy Duty 


All-Hot-Top Equipment 





*Alloy 1100 was especially developed by 
the American Stove Company to with- 
There is a Magic Chef Heavy Duty dealer near you. See him for stand heats of 1100° F. and above. Alloy 
additional information on gas cooking equipment. If he is not listed 1100 is used on All-Hot-Tops to retard 
in your phone book, write the American Stove Company for his warping—at no extra cost to you. 

address today. 











AMERICAN STOVE COMPANY 
3201 HARVARD AVE., CLEVELAND 5, OHIO 
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MARCH 8 
Banana 


Grapefruit Juice 

Crisp Rice Cereal or Oatmeal 
Soft Cooked Egg 

Grilled Ham 

Orange Muffins 

Beef Bouillon 

Melba Toast 

Roast Veal with Dressing 
Broiled Beef Pattie 


. Pittsburgh Potatoes 


Baked Potatoes 


. French Style Green Beans 
. Sliced Beets 

. Carrot and Raisin Salad 

. Mayonnaise Dressing 

. Fruit Sundae 

. Prune Whip 

. Lemon Sherbet 

. Orange Sections 

. Apple Juice 

. Mulligatawny Soup 

. Saltines 

. Turkey & la King on Toast 
. Creamed Turkey 

. Lamb Chops 

. Parslied Potatoes 

. Peas 

. Saratoga Salad 

. French Dressing 

. Chocolate Whip ed Cream Roll 
. Jellied Canned Fruit 

. Junket 

. Fresh Pear 

. Cranberry and Apple Juice 


MARCH 12 

Fresh Orange Halves 
ee ged Juice 

Puffed Wheat or Oatmeal 
Poached Egg 
Bacon 
Crumb Buns 
Bouillon 
Crackers 
Broiled Ham Slices 


. Lamb Pattie 

. Baked Sweet Potatoes 
. Baked Potatoes 

. Spinach 

. Parsnip Puffs 

. Waldorf Salad 


’ Date Sandwich Cake with Topping 
. Jellied Canned Fruit 


. Strawberry Gelatin 


. Fresh Fruit Cup 


. Orange Juice 

. Corn Chowder Supreme 

. Crackers 

. Spaghetti Italienne 

. Spaghetti with Tomato Sauce 
. Fluffy Omelet 


. Whole Green Beans 

. Cucumber and Radish Salad 
. French Dressing 

. Stuffed Baked Apple 

. Apple Sauce 

. Junket 

. Fresh Apple 

. Apricot Nectar 

. Bread Sticks 


- 
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MARCH 16 
Orange Juice 
Orange Juice 
Puffed Rice or Rolled Wheat 


Toast 
Bouillon 
Saltines 


. Sautéed Liver 
. Broiled Fillet of Perch 
. Duchess Potatoes 


Duchess Potatoes 
Stewed Tomatoes 


. Chopped Spinach 

. Cabbage and Raisin Salad 
. Sour Cream Dressing 

. Lemon Meringue Tart 

. Lemon Meringue Pudding 
. Cherry Gelatin 

. Fresh Fruit Cup 

. Grapefruit Juice 

. Clam Bisque 

. Croutons 

. Salmon Croquette, Mushroom 


Sauce 


. Creamed Salmon 

. Cold Salmon with Lemon Wedge 
. Baked Potato 

. Green Peas 

. Celery Curls, Ripe Olives 


; Whole Apricots, Oatmeal Cookies 


. Whole Peeled Apricot 
. Baked Custard 
. Unsweetened Canned Apricots 


a Juice 


MARCH 9 
1. Tomato Juice 
2. Tomato Juice 
3. Farina or Bran Flakes 
4. Scrambled Eggs 
5. Sausage 
6. Hot Biscuits 
7. Consommé 
8. Crisp Crackers 
9. Braised Tongue with Raisin Sauce 
10. Broiled Scrod 
Il, Scalloped Potatoes 
12. Paprika Potatoes 
13. Kale 
14. Broiled Tomato 
15. Apricot and Cream Cheese Salad 
16. French Dressing 
17. Date Torte, Whipped Cream 
18. Old Fashioned Rice Pudding 
19. Junket 
20. Unsweetened Canned Pears 
21. Blended Juice 
22. Cream of Celery Soup 
23. Crackers 
24. Fruit Plate, Open Grilled Cheese 
Sandwich 
25. Roast Beef 
26. Roast Beef 
27. Baked eed 
28. Broccol 
= Celery Stourte and Olives 


0. 

31. Bread Pudding with Custard Sauce 
32. Sliced Bananas with Custard Sauce 
33. Strawberry Gelatin 

34. Sliced Banana 

- Orange Juice 

6. 


MARCH 13 
. Banana 


z Apple Juice with Lemon 

3. Granular Wheat Cereal or 
Corn Flakes 

4. Scrambled Eggs 

5. Sausage 

6. Toast 

7. Golden Orange Punch 

8. Wheat Wafers 

9. Roast Beef au Jus 

10. Roast Beef 

11. Mashed Potatoes 

12. Paprika Potatoes 

13. Cauliflower Polonaise 

14. Mashed Squash 

15. Head Lettuce Salad 

16. Roquefort Cheese Dressing 

17. Strawberry Sundae 

18. Raspberry Sherbet 

19. Raspberry Sherbet 

20. Half Grapefruit 

21. Bouillon 

22. Oyster Stew 

23. Oysterettes 

24. Deviled Eggs on Lettuce 

25. Poached Egg on Toast 

3 Roast Lamb 


28. er wg Tomatoes 


29. 
30. 
31. Sponge Jelly Roll 

32. Royal Anne Cherries 

33. Orange Gelatin Cubes 

34. Unsweetened Royal Anne Cherries 
— Grape Juice 


elery Hearts and Ripe Olives 


MARCH 17 
Banana 


Prune Juice with Lemon 
Hominy or Wheat Flakes 
Scrambled Eggs 

Bacon 

Whole Wheat Date Muffins 
Tomato Juice 

Crisp Crackers 

Irish Stew 

Roast Leg of Veal 
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Paprika “Potatoes 

Broccoli 

. Mashed Squash 

. Minted Stuffed Pear Salad 

. Mayonnaise Dressing 

. Apple Pie 

. Pear in Lime Gelatin 

. Lime Gelatin Cubes 

. Half Grapefruit, Green Cherry 
Garnish 

. Beef Broth 

. Cream of Chicken Soup 

. Saltines 

. Blueberry Pancakes with Crisp 
Bacon Curls 

. Welsh Rarebit with Crisp Bacon 
Curls 

. Broiled Steak 

. Baked Potato 
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. Orange Section Salad 

. Sherry Dressing 

. Peppermint Stick Ice Cream, 

hamrock Cookies 

. Vanilla Ice Cream, Shamrock 
Cookies 

. Vanilla Ice Cream 

. Orange Sections 

. Grapefruit Juice 
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MARCH 10 


. Half Grapefruit 
. Blended Juice 


Shredded Wheat or Hominy 
Soft Cooked Egg 

Bacon 

Toast 

Cranberry and Apple Juice 


. Saltines 


Roast Pork 

Broiled Liver 

Pan Roast Potatoes 
Noodles 

Creamed Onions 


. Baked Squash 

. Head Lettuce Salad 

. Thousand Island Dressing 
. Caramel Ice Cream 

. Caramel Ice Cream 

. Raspberry Gelatin Cubes 
. Grapefruit Sections 

. Bouillon 

. Split oa Soup 

. Crouto 


* ‘Swedish Meat Balls, French Fried 
Potatoes 
Swedish Meat Balls 


. Roast Lamb 
. Cubed Potatoes 
. Sliced Carrots 
29. Raw Spinach and Radish Salad 
. Italian Dressin 
. Stewed Rhubar' 
. Canned Pears 
. Caramel Ice Cream 
. Fresh Fruit Cup 
35. Pineapple Juice 
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Blueberry Muffins 


MARCH 14 


Prune Juice 


. Grapefruit Juice 


Wheat Flakes or Oatmeal 
Soft Cooked Egg 

Bacon 

Corn Muffins 

Consommé 4 la Royal 
Saltines 

Ham Loaf 

Roast Leg of Veal 
Scalloped Potatoes 


. Hominy Grits 


Brussel Sprouts 
Julienne Beets 


. Stuffed Fig Salad, Cherry Garnish 
. Mayonnaise Dressing 

. Pineapple Upside Down Cake 
. Baked Custard 

. Baked Custard 

. Fresh Apple 

. Apricot Nectar 

. Fresh Vegetable Soup 

. Crackers 

. Macaroni en Casserole 

. Macaroni en Casserole 

. Cold Sliced Beef 


. Chopped Spinach 

. Grapefruit and Orange Salad 
. Celery Seed Dressing 

. Chocolate Pudding, Whipped 


Cream 


. Pear Half in Raspberry Gelatin 
. Whipped Raspberry Gelatin 
. Fresh Pineapple 


Tomato Juice 


MARCH 18 
Fresh Pineapple 
Apple and Lemon Juice 
Corn Flakes or Oatmeal 
Poached Egg 
Sausage 
Honey Buns 
Apricot Nectar 
Wheat Wafers 
Fried Scallops, Tartare Sauce 
Broiled Fillet of Sole 
Baked Idaho Potatoes 
Baked Idaho Potatoes 


. Green Lima Beans 

. Sliced Beets 

. Dutch Cucumber Salad 
. Sour Cream Dressing 

. Strawberry Shortcake 

. Baked Custard 

. Baked Custard 

. Fresh Apple 

2 ey P 

. Split Pea Soup 

. Crackers 

. Creamed Eggs and Mushrooms on 


Corn Brea 


. Creamed Eggs and Mushrooms 

. Broiled Liver 

. Paprika Potatoes 

. Spinach 

. Sliced Tomato Salad 

. French Dressing 

. Home Style Peaches and Chocolate 


Walnut Cookies 


. Home Style Peaches 
. Raspberry Gelatin 

. Fresh Fruit Cup 

\. siainensie Juice 

6. 


MARCH 11 
1. Tangerine 
2. Tomato Juic 
3. Rice Flakes a Rolled Wheat 
4. Scrambled Eggs 
5. Canadian Bacon 
6. Raisin Bread Toast 
7. Barley Broth 
8. Crackers 
9. Broiled Cod Fillets 
10. Broiled Cod Fillets 
11. O'Brien Potatoes 
12. Parslied Potatoes 
13. Celery 4 la Creole 
14. Peas 
15. Grapefruit and Stuffed Prune Salad 
16. French Dressing 
17. Apricot Pie 
18. Spanish Cream 
19. Junket 
20. Fresh Pineapple 
21. Apple Juice 
22. French Tomato Soup 
23. Melba Toast 
24. Scalloped Tunafish and Noodles 
25. Scalloped Tunafish and Noodles 
26. Broiled Veal Chop 
27. Steamed Rice 
28. Asparagus Tips with Pimiento 
29. Cabbage, Green Pepper, and 
Carrot Salad 
30. Sour Cream Dressing 
31. Devil's Food Cake with Fudge 


Icing 
32. Canned Peeled Apricots 
33. Baked Custard 
34. Orange Sections 
og Blended Juice 


MARCH 15 
1. Half Grapefruit 
2. Blended Juice 
3. Farina or Raisin Bran Flakes 
4. Poached Egg 
5. Grilled Ham 
6. Coffee Cake 
7. Beef Broth 
8. Crisp Crackers 
9. Creamed Chicken on Hot Biscuits 
10. Broiled Beef Patties 
Il. Browned Potato Balls 
12. Baked Potatoes 
13. Green Beans 
14. Sliced Carrots 
15. Raw Cranberry and Orange 
* Relish Salad 


17. Burnt — Layer Cake 

18. Plain Cake with White Icing 

19. Junket 

20. Sliced Orange 

21. Orange Juice 

22. Chicken Broth with Sliced Lemon 

23. Saltines 

24. Canadian Bacon, Tomato Sandwich 
with Rarebit Sauce 

25. Jelly Omelet 

> Broiled Lamb Chop 


28. Asp: 

29. toued Seni | Salad 

30. French Dressing 

31. Baked Rhubarl> with Pineapple 
Chunks 

32. Apple Sauce 

33. Strawberry Gelatin 

34. Unsweetened Canned Peaches 

= Grape Juice 


MARCH 19 
1. Half Grapefruit 
2. Tomato Juice 
3. Granular Wheat Cereal or Rice 
Flakes 
4. Baked Egg 
5. Bacon 
6. Toast 
7. Cranberry Juice 


9. Stuffed Veal Birds with Parsley 
Dressing 

10. Broiled Lamb Chops 

Il. Mashed Potatoes 

12. Hominy Grits 

13. Whole Kernel Corn 

14. French Style Green Beans 

15. Frozen Fruit Salad 


16. 

17. Orange Chiffon Cake 

18. Orange Chiffon Cake 

19. Junket 

20. Sliced Oranges 

21. Consommé 

22. Vegetable Soup 

23. Crackers 

24. Tenderloin Tips on Toast 

25. Broiled Beef Pattie 

26. Broiled Beef Pattie 

27. Potato Cubes 

28. Whole Carrots 

29. Lettuce Salad 

30. Sherry Dressing 

31. Prune Nut Pudding with Custard 
Sauce 

32. Prune Pudding with Custard Sauce 

33. Soft Custard 

34. Half Grapefruit 

Blended Juice 
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L LICKS 
ALL COMERS! 


There are plenty of kayos credited to Monel*! 


For more than 30 years, this rustproof Nickel Alloy has 
been the washroom champion. It has successfully met the 
corrosive attacks of tallow soaps and fluoride sours, laundry 
starches and dilute bleaches. 


The latest challenge comes from synthetic detergents. 
Their efficiency on silks, woolens and rayons is pretty well 
known now, is becoming better known day by day. 


Maybe you’ve wondered how these new detergents react 
in Monel equipment. Do they form hard-to-remove scum? Do 
they stain-and discolor the metal? 


The answer to both questions is “No!” Monel — fighting 
metal of the modern laundry — comes through every test with 
flying colors. That’s the consensus of leading synthetic deter- 
gent manufacturers themselves. In the last few years when 
hundreds of laundrymen have been experimenting with syn- 
thetic detergents in their plants, not a single complaint has 
been registered with these manufacturers that any synthetic 
detergent has caused scum, corrosion or discoloration in Monel 


MODERN METAL FOR 
MODERN LAUNDRIES  .« 
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equipment. Fact is, many detergents are actually manufac- 
tured in Monel, pure nickel and Inconel equipment! 


Yes, Monel licks all comers. And no wonder! It’s solid 
metal—rustproof and corrosion-resistant through and through. 
And tests prove it’s even stronger and tougher than structural 
steel! 


Monel surfaces are hard and smooth. Years of continual 
use don’t change them. They resist pitting, don’t develop rough 
spots that snag and tear fabrics. Monel equipment lasts long, 
serves dependably. Through the years, it needs a minimum of 
inspection and maintenance. It helps you save labor, steam. 
power. water and other supplies. 


That’s MONEL — Champion in performance! 


THE INTERNATIONAL NICKEL COMPANY, INC. 
67 Wall Street, New York 5, N. Y. *Reg. U.S. Pat. Off. 


EMBLEM OF SERVICE 
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ALWAYS 100% 
"’ =NON-RUSTING 








FARGR=SLonewswn 


MARCH 20 
Banana 


Orange Juice 

Shredded Wheat or Farina 
Poached Egg 

Grilled Ham 

Cinnamon Raisin Bread Toast 
Jellied Bouillon with Lemon Slice 
Saltines 

Fried Chicken with Cream Gravy 


. Hot Sliced Chicken 


Steamed Rice 
Steamed Rice 


. Peas and Pearl Onions 
. Beet Tops 
. Cinnamon Apple Salad 


. Black Walnut Ice Cream 

. Lemon Sherbet 

. Lemon Sherbet 

. Fresh Pineapple 

. Tomato Juice 

. Cream of Spinach Soup 

. Melba Toast 

. Club Fruit Salad Plate 

. Tomato and Bacon Sandwich 
. Club Fruit Salad Plate 


; Cottage Cheese on Lettuce 


. Baked Caramel Custard 

. Baked Caramel Custard 

. Baked Custard 

. Unsweetened Canned Pears 
. Grapefruit Juice 

. Banana Bread 
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MARCH 24 

Sliced Oranges 
Apple Juice with Lemon 
Corn Flakes or Granular Wheat 

Cereal 
Soft Cooked Egg 
Grilled Ham 
Butterscotch Pecan Buns 
Consommé 4 la Royal 
Crackers 
Roast Top Sirloin 
Roast Top Sirloin 
Parslied Potatoes 


. Parslied Potatoes 
. Broccoli, Club Style 


Mashed Squash 


. Stuffed Celery with Pimiento 


Cheese, Ripe Olives 


; Rhubarb and Strawberry Pie 


Junket 


. Junket 
. Unsweetened Royal Anne Cherries 
- Tomato Juice 


. Cream of Spinach Soup 

. Saltines 

- Veal Soufflé, Cranberry Relish 

. Veal Soufflé 

. Cold Sliced Lamb 

. Stuffed Baked Potato 

. Green Peas and Sliced Mushrooms 
. Head Lettuce Salad 

. Thousand Island Dressing 

. Cottage Pudding with Chocolate 


Sauce 


. Canned Peaches 
. Cherry Gelatin 
. Half Grapefruit 
. Apricot Nectar 
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MARCH 28 
Emperor Grapes 
Orange Juice 
Shredded Wheat or Farina 
Poached Egg 
Grilled Ham 
Whole Wheat Muffins 
Beef Bouillon 
Crackers 
French Lamb Stew 
Broiled Veal Chop 


. Dumplings 


Noodles 
Broiled Egg Plant 


. French Style Green Beans 

. Pineapple and Grated Cheese Salad 
. Mayonnaise Dressing 

- Pecan Pie 

. Apricot Whip 


Junket 


. Fresh Fruit Cup 

. Tomato Juice 

. Turkey and Rice Soup 

. Saltines 

. Cold Corned Beef, Potato Salad 
. Tomato and Bacon Sandwich 

. Cold Corned Beef 


. Chilled Asparagus Tips 


“4 Carrot Sticks 


- Pear, Apricot and Plum Compote 
. Baked Custard 

. Baked Custard 

. Half Grapefruit 

. Grape Juice 

. Corn Bread 
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MARCH 21 
Fresh Orange Halves 


. Blended Juice 

. Rolled Wheat or Rice Flakes 

. Scrambled Eggs 

. Bacon 

. Coffee Cake 

. Consomme 

. Crackers 

. Roast Loin of Pork 

. Roast Beef 

. Parslied Potatoes 

. Parslied Potatoes 

. Chopped Spinach with Onion 

. Stewed Tomatoes 

. Apple, Celery, and Date Salad 

. Creamy Mayonnaise 

. Pineapple Sherbet, Macaroons 

. Floating Island 

. Soft Custard 

. Unsweetened Canned Peaches 

. Cherry Juice 

. Chicken Gumbo Soup 

. Saltines 

. Scrambled Eggs with Chicken Livers 
. Scrambled Eggs with Chicken Livers 
. Scrambled Eggs with Chicken Livers 


- Broccoli 

. Red Cabbage and Orange Slaw 
. Sour Cream Dressing 

. Baked Apple 

. Canned Peeled Apricots 

. Orange Gelatin 

. Unsweetened Baked Apple 

. Apple Juice 

. Bran Muffins 


MARCH 25 


. Banana 
. Grapefruit Juice 
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Farina or Bran Flakes 
Scrambled Eggs 
Bacon 


oait. 
. Pineapple Juice 


Broiled Salmon Steak 


. Broiled Salmon Steak 


BISHBWN 


. Scalloped Potatoes 

. Cubed Potatoes 

. French Style Green Beans 

. Sliced Beets 

. Lettuce Wedge Salad 

. Egg Mayonnaise Dressing 

. Prune Cake with Caramel Icing 
. Baked Custard 


. Baked Custard 

. Half Grapefruit 

- Bouillon 

. Cream of Corn Soup 

. Crackers 

. Cottage Cheese and Chives, and 


Tomato Sections on Lettuce 


. Cottage Cheese on Lettuce 
. Cottage Cheese and Chives and 


Tomato Sections on Lettuce 


: Chilled ieee Tips 
. Carrot Curls 


: Warm Apple Scallop with Hard 


auce 


. Apple Sauce 
. Lime Gelatin 
. Fresh Pineapple 


range Juice 


. Blueberry Muffins 


MARCH 29 


. Orange Juice 

. Orange Juice 

. Rolled Wheat or Rice Flakes 
. Scrambled Eggs 

. Sautéed Turkey Liver 

. Coffee Cake 

. Tomato Juice 


. Stuffed Veal Shoulder 

. Broiled Beef Pattie 

. Hashed Brown Potatoes 

. Parslied Potato Balls 

. Green Lima Beans 

. Mashed Squash 

. Golden Glow Salad 

. Mayonnaise Dressing 

. Chocolate Eclair 

. Jellied Canned Fruit 

. Strawberry Gelatin Cubes 

. Fresh Strawberries 

. Chicken Bouillon 

. Cream of Asparagus Soup 

. Croutons 

. Scalloped Chicken and Noodles 
. Scalloped Chicken and Noodles 
. Broiled Lamb Chop 


Z Green Peas 
. Grapefruit and Red Apple Section 


Salad 


. French Dressing 
. White —" with Strawberry 


Frostin 


. White Cake with White Icing 
. Soft Custard 
. Unsweetened Canned Cherries 


. Blended Juice 
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MARCH 22 


. Emperor Grapes 
. Apricot Nectar 
. Shredded Wheat or Hominy 


Soft Cooked Egg 
Sausage 
Toast 


. Essence of Tomato Soup 


Saltines 


. Country Style Steak 

. Lamb Pattie with Bacon 

. Mashed Potatoes 

. Baked Potatoes 

. Green Beans 

. Chopped Spinach 

. Radish Roses, Green Onions 


. Banana Cream Pie 
. Banana Cream Pudding 
. Cream Pudding 


. Orange Sections 

. Fruit Juice Punch 

. Mulligatawny Soup 

. Crackers 

. Creamed Chicken on Melba Toast 
. Creamed Chicken on Melba Toast 
. Sliced Chicken 

. Paprika Potatoes 

. Julienne Carrots 

. Grapefruit and Pimiento Salad 

. French Dressing 

. Cranberry Sherbet 

. Cranberry Sherbet 

. Cranberry Sherbet 

. Sliced Oranges 

. Pineapple Juice 


Ne 


MARCH 26 


. Prune and Lemon Juice 


Apricot Nectar 


. Puffed Wheat or Oatmeal 
. Poached Egg 


Sausage 
Corn Muffins 
Bouillon 


. Melba Toast 

. Swiss Steak 

. Broiled Lamb Chop 

. Paprika Potatoes 

. Paprika Potatoes 

. Whole Kernel Corn 

- Green Beans 

. Jellied Pineapple, Cucumber, and 


Pecan Salad 


. Mayonnaise Dressing 
. Cream Cheese, Guava Jelly, and 


Toasted Crackers 


. Cream Cheese, Guava Jelly, and 


Toasted Crackers 


. Raspberry Gelatin 

. Unsweetened Canned Apricots 
. Grapefruit Juice 

. Split Pea Soup 


. Melba Toast 
. Scalloped Spaghetti and 
Mushrooms au Gratin 


. Scalloped Spaghetti and 


Mushrooms au Gratin 


. Roast Veal 


. French Spinach 

. California Tossed Salad 

. French Dressing 

. Blueberry Whipped Cream Pie 
. Canned Pears 

. Baked Custard 

. Unsweetened Canned Pears 

. Tomato Juice 
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MARCH 30 

Sliced Oranges 

Prune Juice 

Wheat and Barley Kernels or 
Oatmeal 

Soft Cooked Egg 

Bacon 

Popovers 

Bouillon 

Saltines 

Fried Halibut Cubes, Tartare 
Sauce 

Broiled Halibut Steak 


. Mashed Potatoes 

. Baked Potatoes 

. Sliced Beets 

. Broccoli 

. Cabbage and Green Pepper Slaw 


. Graham Cracker Pudding 
. Floating Islan 
. Soft Custard 
. Half Grapefruit 
. Cherry Juice 
. Potage Longchamps 
. Saltines 
. Codfish Cakes, Egg Sauce 
. Creamed Codfish 
. Roast Beef 
. Baked Potatoes 
. Green Beans 
. Tomato Aspic Salad 
. Mayonnaise Dressing 
- Peach Cobbler 
. Canned Peaches 
. Orange Gelatin Cubes 
. Unsweetened Canned Peaches 


. Grapefruit Juice 
6. 
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MARCH 23 
Half Grapefruit 
Orange Juice 


. Oatmeal or Crisp Rice Cereal 


Poached Egg 
Bacon 
Cinnamon Muffins 


. Beef Broth 

. Crackers 

. Roast Lamb, Mint Jelly 

. Broiled Fillet of Flounder 
. Pan-Browned Potato Balls 
. Parslied Potato Balls 

. Mashed Rutabagas 

. Asparagus Tips 

. Mixed Green Salad 

. Italian Dressing 

. Fresh panapete, Chocolate Chip 


Cookies 


. Jellied Canned Fruit 


. Raspberry Gelatin 

. Fresh Pineapple 

. Apple Juice 

. French Onion Soup 

. Rye Cheese Croutons 

. Mixed Grill-Ham, Sweet Potato, 


Mushroom Caps 


. Creamed Potatoes au Gratin, Crisp 


Bacon 
. Broiled Veal Chop 


. Grilled Tomato 
. Paprika Celery Curls 


: Strawberry Whipped Cream Roll 


. Baked C 


ustar 


. Baked Custard 
. Unsweetened Canned Apricots 
. Blended Juice 


MARCH 27 


. Half Grapefruit 

. Blended Juice 

. Hominy or Wheat Flakes | 
. Soft Cooked Egg 

. Bacon 

. Toast 


Cranberry and Apple Juice 


. Roast Turkey 

. Hot Sliced Turkey 

. Candied Sweet Potatoes 

. Steamed Rice 

. Cauliflower au Gratin 

. Sliced Carrots 

. Orange and Onion Ring Salad 
. French Dressing 

. Rum Raisin Ice Cream 

. Vanilla Ice Cream 

. Vanilla Ice Cream 

. Sliced Oranges 

. Consommé 

. Cream of Mushroom Soup 

. Crackers 

. Chopped Eag and Celery Salad, 


Sliced Radish 


. Egg Halves on Lettuce 
. Egg Halves on Lettuce 
. Stuffed Baked Potato 

. Chilled Beets 

. Cucumber Sticks 


. Royal Anne Cherries 

. Royal Anne Cherries 

. Cherry Gelatin 

. Fresh Fruit Cup 

. Pineapple Juice 

. Bran Refrigerator Rolls 
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MARCH 31 
Half Grapefruit 
Orange Juice 
Hominy or Crisp Rice Cereal 
Poached Egg 
Sausage 
Hot Biscuits 
English Beef Broth 
Crisp Crackers 
Glazed Ham Slice 
Roast Lamb 
Baked Sweet Potatoes 
Steamed Rice 


. Chopped Greens 

. Paprika Cauliflower 

. Banana Salad 

. Peanut Butter Dressing 

. Lemon Sherbet 

. Lemon Sherbet 

. Lemon Sherbet 

. Unsweetened Canned Pears 
. Fruit Juice Punch 

. French Tomato Soup 

. Crackers 

. Chicken Chow Mein on Rice 
. Broiled Veal Pattie 

. Roast Beef 

. Paprika Potatoes 

. Whole Carrots 

. Head Lettuce Salad 

. Russian Dressing 

. Fresh Strawberries and Cream 
. Canned Fruit Cocktail 

. Junket 

. Fresh Strawberries 

. Apricot Nectar 

. Potato Rusks 
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Dietetics Administration 
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Lenten Suggestions 


THE FRESH AND SALT waters in 
and about the United States offer 
an abundance of fishery products, 
endless in variety and rich in min- 
erals, vitamins and proteins. Dur- 
ing the Lenten season fish is served 
more frequently to provide a bal- 
ance for the meatless meal. 

Fish should not be considered a 
mere substitute for meat. Accord- 
ing to tests conducted by the Fish 
and Wildlife Service at its labora- 
tory in College Park, Md., the 
effect of a fish diet on the red cell 
count and hemoglobin value of 
human blood is equal to that of 
meat. 

The demand for a few familiar 
types of fish has raised their price, 
often unreasonably, while the more 
uncommon varieties are usually 
better values and equally palatable 
and nutritious. Fresh fish pur- 
chased in season is cheapest and 
best, but frozen fish, which retains 
the appearance, quality and food 
value of the fresh, can be obtained 
year around at moderate prices. 

The Fish and Wildlife Service, 
Department of the Interior, Wash- 
ington 25, D.C., will furnish, on 
request, charts and _ literature 
showing types and cuts of fish 
which are most abundant through- 
out the nation at the various sea- 
sons. Fishery Market News ex- 
plains, for example, that in the 
month of March, cod, fluke, king- 
fish, smelt, soft clams and shucked 
oysters are at their peak in New 
York; lake trout, whiting and 
whitefish are most plentiful in Chi- 
cago, and “California halibut,” 
smelt and crabs are abundant in 
California. 

Local dealers will be glad to rec- 
ommend to the quantity purchaser 
the varieties and cuts of fish best 
Suited to the needs of the individu- 
al institution. The largest size fish 
is not always the best value. The 
smailer varieties often are cheaper, 
more tasty and just as easy to pre- 
pare. A booklet, ‘Basic Fish Cook- 
ery,’ published by the Fish and 
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Wildlife Service, describes the var- 
ious cuts of fish and _ illustrates 
cleaning, dressing and cooking 
methods. 

A sea-growing delicacy particu- 
larly favored by both cooks and 
diners is the oyster. Oysters are 
easily prepared. There is little 
waste and they are easy to serve. 
The distinctive flavor of the oyster, 
either raw or cooked, always is 
appealing. 

It is important that they be 
merely heated for overcooking 
destroys their delicate flavor. Oys- 
ters are noted for their nutritive 
value as well. An average serving 
of six furnishes more than the 
daily requirement of iron and cop- 
per, about one-half the iodine and 
about one-tenth the needed pro- 
tein, calcium, magnesium, phos- 
phorous, vitamin A, thiamine, ribo- 
flavin and niacin. Few foods sur- 
pass oysters in nutritional values. 

“How to Cook Oysters,’ Test 
Kitchen Series No. 3, Fish and 
Wildlife Service, offers suggestions 
for purchasing, shucking and cook- 
ing oysters. 

For the variety and food value 
which are lacking in the American 
breakfast, fish is the answer. Nu- 
tritionists say that one-third to 
one-fourth of the daily food re- 
quirements should be consumed at 
the morning meal and this need is 
hardly satisfied in the customary 
fare of orange juice, toast and cof- 
fee. Besides their nutritional ad- 
vantages, fish are especially desir- 
able to serve as breakfast food for 
their preparation and cooking time 
is short and, when properly han- 
dled, they have a delicate flavor 
which should appeal to the most 
cantankerous person. The Fish and 
Wildlife Service will provide sam- 
ple breakfast menus which include 
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broiled rockfish fillets, clam-corn 
griddle cakes, or fish flakes in 
ramekins. 


Egg Supply 

The United States Department 
of Agriculture lists eggs among the 
foods in plentiful supply this sea- 
son and furnishes a few buying 
tips for purchasing them. Though 
shell color does not affect the qual- 
ity of the egg, it often influences 
the price. The purchaser is advised 
to buy the cheaper color. 

It is wise to select more than 
one grade for various purposes. 


Protein Source 


Nuts are another excellent source 
of protein. This year’s nut crop has 
been rated the largest on record by 
the United States Department of 
Agriculture. The supplies of wal- 
nuts, hazelnuts, almonds and pe- 
cans are particularly ample and 
consumers are being urged to take 
advantage of them. When combined 
with other ingredients in a main 
dish, such as a nut loaf, nuts can be 
used as a tasty, nutritious substi- 
tute for meat. They contain not 
only high-quality protein, but also 
B vitamins, iron, calcium, phos- 
phorous and fat. A paper published 
by the Production and Marketing 
Administration of the Department 
of Agriculture, “Fact Sheet on 
Tree Nuts,’’ October 1948, describes 
various dishes in which nuts may 
be used; such as pecan and rice 
loaf, nut bread, pecan pie and nut 
and oatmeal cookies. 


Slidefilms 


Slidefilms have been prepared 
to assist dietitians and dietary de- 
partment workers in the cooking 
of turkey, eggs and chicken. Avail- 
able on loan from the Poultry and 
Egg National Board, Department 
F., 308 W. Washington Street, Chi- 
cago 6, IIll., the films are an excel- 
lent means of visual education for 
kitchen personnel. 

Accompanying the films are 
pamphlets which outline step-by- 
step procedures. These may be 
used without the films in the die- 
tary department. An interesting 
sidelight in the booklet, “How to 
Cook Turkey,” is a series of in- 
structions on carving.—M.G. 
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Entirely Different from any other Material used in Hospital Fixtures! 


4 That’s right—entirely different. Where other materials crack or craze from extreme 
ST. MONICA’S . seas : 
: : ‘ changes in temperature, Crane Duraclay stays just like new. Hundreds of hospitals 
Hospital, Phoenix, Ariz. ; 
are using Duraclay every hour of every day—yet we have not one report of Duraclay 
damaged by thermal shock. Not one! 

Duraclay is easy cleaning, too .. . once over with a damp cloth does it. Stain- 
proof? Absolutely—even when exposed to strong acids, And Duraclay is unusually 
resistant to bumps and jars. 

You can get Crane Duraclay in a full line of hospital sinks and baths— scrub-up 
sinks, emergency baths, pack trays, autopsy tables—a full line. And as for special- 
ized equipment, the Crane line covers every conceivable hospital need. 

Ask your Crane Branch, Crane Wholesaler, or Plumbing Contractor for full 
details when you plan new plumbing installations or modernize your present 


BARONESS ERLANGER  {@¢ilities. Meantime, write for your free copy of the Crane Hospital Catalog. 


Hospital, Chattanooga, Tenn. DURACLAY exceeds the rigid tests imposed on earthenware 
(vitreous glazed) established in Simplified Practice Recommen- 
dations R-106-41 of The National Bureau of Standards. 


CRANE 


CRANE Co., GENERAL OFFICES: 


DELNOR MEDINA COMMUNITY 836 S. MICHIGAN AVE., CHICAGO 5 


Hospital, St. Charles, Ill. Hospital, Medina, Ohio PLUMBING AND HEATING 
VALVES © FITTINGS @ PIPE 
NATION-WIDE SERVICE THROUGH BRANCHES, WHOLESALERS, PLUMBING AND HEATING CONTRACTORS 
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Benefits To Be Derived from 
PLANNING FOR SAFETY 


pean IN HOSPITALS are fre- 
quent and expensive. More 
important, they are preventable. 
That they are preventable has been 
shown specifically by one large 
hospital which cut its employee 
accident rate in half during the 
first three years of an aggressive 
accident prevention program (see 
“A Safety Program Pays’’). 

Many other hospitals do not 
show such a record. In hospitals 
without accident prevention pro- 
grams, the employees’ chances of 
being injured are two to five times 
as great as the risk run by workers 
in any one of several formerly 
high-risk industries. 

Forty years ago, steel mills com- 
monly experienced 90 or more lost- 
time injuries for each 1,000,000 
man-hours of exposure. Today the 
average rate reported to the Na- 
tional Safety Council is 6.06, with 
some large companies reporting 
two injuries or less. With this 
record and those of the railroads, 
public utilities and many other in- 
dustrial groups for comparison, 
hospital employees no longer can 
be thought of as working in a 
“non-hazardous” industry. 

The change in the accident ex- 
perience of many large and pro- 
gressive industries and some hos- 
pitals was brought about because 
accidents camie to be recognized as 
evidence of inefficiency, loose con- 
trol of personnel and materials, and 
failure in the selection, training 
and supervision of people. 

A high accident rate in a hospital 
is evidence of hazardous buildings 
and equipment and employees who 
do not know exactly how to do 
what they are supposed to do or 
are not interested in doing it as 
they have been told. Accident pre- 
vention is a management problem. 

The hospital that cut its accident 
rate in half during its three-year 
Program did so because its well- 
organized plan had the support of 
top management and was under- 
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stood by supervisors and depart- 
ment heads. It started in 1945 
with an accident frequency of 16. 
By 1946 the frequency rate had 
dropped to 12.5, by 1947 to 9.3 and 
by 1948 to 8.6. 

If the program does not have the 
full backing of the administrator, 
results will not be so dramatic. The 
National Safety Council reports on 
such a hospital also. This second 
hospital began its safety program 
in 1946 with only left-handed sup- 
port from the administrator. Its 
accident frequency rate at that 
time was 16. At the end of 1947, 
after a year of campaigning by the 
one person interested in the safety 
program, the frequency rate had 
jumped to 20.5. 

The difficulties of the organiza- 


tion then were straightened out. 
Management gave the program its 
full support and as of November 
30, 1948, the frequency rate for 
the year was 8.8. 

Another study by the National 
Safety Council shows that though 
no department can be considered 
exempt from a safety program, 
the food service department is one 
that may benefit most. In one 
group of hospitals, 28 per cent of 
the accidents during a 10-month 
period happened in the dietary 
department. Of this group, the 
kitchen helpers had by far the 
greater proportion of injuries. 

Approximately one-third of the 
lost-time accidents in the group 
were slips and falls resulting from 
food, water and grease on the 
floors. Frequently the victim was 
not responsible for the condition. 

The seriousness of the accident 
problem varies from hospital to 
hospital. Institutions with a mod- 
ern plant, ample and stable per- 
sonnel and up-to-date equipment 
have a much simpler problem of 
accident control than do the insti- 
tutions in which these conditions 
do not prevail. With old buildings, 
crowded conditions and heavy staff 
turnover, the lessening of hazard 
is likely to be difficult. The hospi- 
tal administrator who has this 
serious problem gains the most 





A SAFETY PROGRAM PAYS 


One hospital reduced its accident frequency rate 
by 48 per cent during a three-year period. 





Each symbol repre- 
sents two accidents 
per 1,000,000 man 
hours of exposure. 































from an aggressive, organized at- 
tack on injury and fire hazards. 

A successful safety program in 
a hospital can be extremely profit- 
able. In a large group of institu- 
tions with hazards comparable to 
those of hospitals, one with the 
best compensation rating pays a 
basic rate of $1.43 per $100 of pay- 
roll before deductions. The institu- 
tion with the worst accident ex- 
perience has a base rate of $3.69. 
The difference, on either a small 
or a large payroll, could support 
an active safety program since the 
costs of accident prevention are 
relative to the size of an organiza- 
tion. 

The amount of cash savings 
from accident prevention work is 
extremely difficult to establish. 
Generalized estimates by the Na- 
tional Safety Council show that 
the average lost-time accident to 
an employed person results in the 
loss of $40 to his employer. An 
industry-wide trade _ association 
reports that every dollar invested 
in the association’s safety program, 
saved the association’s members 
$43 through reduced accident 
losses. The appropriations for the 
association’s safety work never 
have exceeded 5 per cent of the in- 
come. The association members 
consider that this return more than 
compensates for the entire cost of 
membership dues. 

Costs of 1947 occupational acci- 
dents are estimated at more than 
two and a half billion dollars. 
Why the magnitude of this loss 
virtually escapes the notice of the 
public and all but the larger in- 
dustries of the country is one of 
the anomalies of our civilization. 
One reason may be that only spec- 
tacular losses make the headlines. 
Yet in spite of the enormous cost 
of our major disasters (fires, ex- 
plosions and others) a substantial 
part of the annual total is not 
recognized in terms of accident 
loss. Such accident losses escape 
through various channels in the 
accounting systems of business and 
emerge under other labels. 

Certain principles apply gen- 
erally to accident prevention work. 
All are encouraging to the hospi- 
tal administrator who is planning 
to get his losses under control. 

1. Most accidents are minor. 
Hospitals that keep a careful rec- 
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HOSPITALS can order posters such as these 
from the National Safety Council, Chicago. 


ord: of injuries and their causes 
and sources find that most are 
first-aid cases. A smaller group 
causes lost time, and there is an 
occasional permanent disability or 
death. 

2. Most accidents are “ordinary.” 
For every explosion of anesthesia 
in the operating room, there are 
many thousands of cuts from 
kitchen knives, falls on stairs and 
trips over objects on the floor. The 
problem, therefore, is not so much 
technical as it is organizational. 

3. Prevent the little ones to pre- 
vent the big ones. There are ex- 
ceptions to the rule, but accidents 
are like fires: Most of them carry 
a potential for permanent disabil- 
ity or death. By reducing the total 
of all accidents, the employer re- 
duced his percentage of serious 
cases. 

4. Accident prevention need not 
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always be expensive. To have fire- 
proofed one of the hotels which 
burned with heavy loss of life 
would have been prohibitive in 
cost. It would have cost only good 
supervision to have trained em- 
ployees not to dump cigarette butts 
into cigar boxes and kick the boxes 
into closets. 

5. Accident prevention work can 
be progressive. A safety program 
directory should analyze the prob- 
lem, then begin work first on the 
worst conditions and most hazard- 
ous practices. 

6. Training employees in safe 
practices is the same as training 
them to do their work better. Safe- 
ty is an integral part of every em- 
ployee’s work. Improvement in one 
cannot be achieved without im- 
provement in the other. 

Corollary to these general char- 
acteristics of the accident problem 
are certain policies which should 
be a part of every hospital’s safety 
plan. Accident prevention should 
be undertaken only if it will be- 
come a permanent part of opera- 
tions. Unless accident experience 
is extremely bad and much effort 
and money are expended immedi- 
ately, quick and spectacular re- 
sults should not be expected. 

One of Chicago’s large retail 
stores with a high accident fre- 
quency rate took a year to set up 
its organization and secure ade- 
quate reporting of injuries by 
supervisors. The store’s executives 
consider the year well spent. Be- 
cause of this careful training, they 
anticipate a significant reduction 
in injuries. 

Safety work should not be con- 
sidered an “extra.” The removal 
of hazards in working conditions 
and work practices is nothing 
more than good management. It 
cannot be achieved by the use of 
occasional posters or talks to em- 
ployees. A safety program must 
be wholeheartedly supported by 
hospital executives and have the 
interest and understanding of the 
medical staff and employees. 

In all but the largest hospitals, 
the administrator is in the most 
strategic position to guide the ac- 
cident prevention program. The 
assistant superintendent sometimes 
may be the logical choice for the 
safety officer. In the largest or- 
ganizations or where a number of 
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Modern operating, recovery, deliv- 
ery and X-ray rooms, nurseries, 
private rooms and wards—when 
thermostatically controlled—help to 
improve the health and comfort of 


patients. 


Temperature and 
Humidity Control in Hospitals 


—for many years, has been helping to provide more 
healthful and comfortable atmosphere for patients, 
doctors and nurses. 


As a heating or an air conditioning system is no 
better than its automatic controls consider the accu- 
racy and durability of POWERS regulation. Users 
report many years of dependable service without 
annual repairs or adjustment. Its lower operating and 
maintenance cost pays the largest return available 
on the investment in automatic control. For further 
information phone or write our nearest office for 
Hospital Catalog. 

CHICAGO 14, ILL. 2720 Greenview Ave. Phone BUckingham 1-7100 

NEW YORK 17, N.Y. 231 East 46th St. Phone Eldorado 5-2050 


LOS ANGELES 5, CAL. 1808 West Eighth St. Phone Drexel 2394 
TORONTO, ONT. 195 Spadina Ave. Phone Adelaide 6257 


THE POWERS REGULATOR CO. 


OFFICES IN 50 CITIES @ SEE YOUR PHONE BOOK 
Over 55 Years of Temperature and Humidity Contro/ 





hospitals are operating under a 
single authority, the employment 
of a fulltime safety director is 
justified. 

Organization of safety work by 
departments without a_ central 
plan and without a top executive 
in fuli control cannot be recom- 
mended. The dietitian, mainte- 
nance chief and head nurse are un- 
der almost insuperable handicaps 
if they attempt consistent safety 
work solely with their own people. 
Supervisors are indispensable to 
the success of a complete hospital 
safety program but their efforts 
should be collective and guided by 
common policy. 

The use of safety committees is 
a matter of local policy. Wide ex- 
perience in industry has shown 
that wisely handled safety com- 
mittees can produce definite con- 
tributions. Committees educate 
employees on the purposes and 
methods of the safety program, 
particularly if membership on the 
committees is rotating. Employees 
who participate in the inspection 
procedures, the making of recom- 
mendations and in the investiga- 
tion of accidents are much more 
likely to accept and carry out the 
purposes of the program. 

A policy and procedures safety 
committee that includes the main- 
tenance engineer, dietitian, head 
nurse and the hospital superin- 
tendent or assistant superintendent 
can be of great help to the super- 
intendent. If such a committee is 
already functioning to serve other 
purposes, the safety program can 
be added to its responsibilities. The 
committee of department execu- 


tives can give consistency to the. 


basic policies of the safety pro- 
gram. 

Without accident records no hos- 
pital can carry out a satisfactory 
accident prevention program. It 
cannot even identify its problem 
satisfactorily, much less attack it 
with effectiveness. Insurance com- 
pany reports are a valuable part 
of such records, but they do not 
lend themselves to some of the 
purposes of the safety program. 

The American Standards Asso- 
ciation’s “Standard Method of Com- 
piling Industrial Injury Rates” is 
the generally accepted method of 
reporting and recording employee 
injuries. The National Safety 
Council recommends the simplified 
form (see ‘‘Accident Analysis 
Chart”) for hospitals. These forms 


can be used for comparing the - 


hospital’s accident frequency rate 
with similar organizations. 


Record Forms 


Accident records on the forms 
give the frequency of injuries (the 
number of injuries per 1,000- 
000 man-hours of exposure). With 
the form’s simple formulas, the 
hospital administrator can keep 
accurate check on the success of 
his program. He can compare its 
effectiveness with the experience 
of other hospitals, whether they 
are comparable in size or not. 

Such records are more than sta- 
tistical records. They can be used 
to create interest among super- 
visors and employees by giving in- 
formation about the success of de- 
partment efforts. The data may 
point out the principal accident 
problems so that prevention may 
be directed. 


A person who is experienced in 
analyzing the records can obtain 
exact information about acciden:- 
prone individuals and the most 
prevalent unsafe conditions (which 
may be overlooked in the inspec- 
tion procedures.) He can give in- 
dispensable guidance to the ad- 
ministrator and his committees in 
the planning of their work and in 
the purchase of employee training 
materials. 

The correction of physical haz- 
ards is prerequisite to effective 
safety work. A vigorous effort to 
correct physical hazards is neces- 
sary before much headway can be 
made against unsafe employee 
practices. Any attempt to correct 
bad injury experience by exhort- 
ing employees to “be careful” will 
be unsuccessful. Such an approach 
assumes that accidents are the re- 
sult of “carelessness,” and that the 
responsibility for remedy lies in 
the hands of the employees. This 
assumption is contrary to sound 
management practice. 

Under crowded and difficult con- 
ditions, progress in the elimination 
of physical hazards can be only 
relative. Corrective measures are 
indicated by state and local build- 
ing codes, fire laws and other stat- 
utes and ordinances. These ma- 
terials can be supplemented by 
national code materials from the 
American Standards Association, 
the National Fire Protection As- 
sociation, the various bureaus of 
the stock and mutual insurance 
companies and the National Safety 
Council. 

An examination of the building 
and equipment does not have to 
wait for a study of theoretically 
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THIS FORM is recommended by the National Safety Council to record employees’ accidents and tabulate accident frequency rates. It 


does not record the severity of the accidents. The back of the sheet has more space f 
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or listing the accidents and those injured. 
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desirable conditions. A thorough 
preliminary inspection, supple- 
mented by a study of accident rec- 
_ords already at hand, will reveal 
many conditions that can be cor- 
rected. The first attack should be 
made on the greatest hazards, 
those which cause the greatest in- 
convenience and annoyance to em- 
ployees and those which can be im- 
proved within the current limits 
of the budget. 

The magnitude of a hazard is 
not necessarily related to the trou- 
ble or the cost in removing it. For 
instance, the most prevalent cause 
of injury in a hospital may be the 
condition of the floors. Sometimes 
the condition might be remedied 
by proper treatment under the 
guidance of a qualified manufac- 
turer’s representative. 

The correction of physical haz- 
ards and the maintenance of good 
conditions once they are achieved 
are very much a matter of em- 
ployee participation. For that rea- 
son an attempt by the hospital to 
improve unsafe and unpleasant 
working conditions is the best way 
to convince employees of the man- 
agement’s sincerity to reduce the 
chances of injury. 

Preliminary and periodic inspec- 
tions of a hospital’s plant, equip- 
ment and employee practices are 
necessary to the control of hazards. 
Insurance company services in this 
respect are valuable. Employee 
participation should be sought in 
the development of inspection 
check lists, particularly for those 
organized by departments. 

Inspections should include both 
unsafe conditions and work prac- 
tices. If inspections are made by 
committees .with employee par- 
ticipation, findings are reported di- 
rectly to the administrator or to 
the head of the department that 
has been inspected. Committee 
members should not attempt to 
correct conditions or practices nor 
interfere in any way with the de- 
partment head’s authority. 

It is axiomatic that a safety pro- 
gram, both as it affects unsafe con- 
ditions and practices, can go only 
so far as the supervisory force lets 
it. The interest of supervisors must 
be won, and they must be informed 
on the details of the safety pro- 
gram. Since efficient operation of 
an institution is, almost by defini- 
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tion, operation without injury to 
employees or patients, training in 
safety and acceptance of its pur- 
poses is a natural part of the su- 
pervisory job. 

A supervisor who may be a su- 
pervisor by virtue of experience 
and expertness on a job is not 
necessarily qualified to teach the 
job to other people. Safety train- 
ing of supervisors, therefore, should 
be prerequisite to safety training 
of employees. There should not be 
separate goals in training the hos- 
pital supervisory force for the pro- 
fessional aspects of their jobs and 
for the security aspects. 

A fairly accurate generalization 
is that employees have accidents 
(assuming reasonably safe work- 
ing conditions) because they do 
not know exactly how to do their 
work or because they are not in- 
terested in doing the work the way 
they are told to do it. The em- 
ployee who is well trained and 
well supervised usually is a safe 
worker. He probably is also a more 
effective worker for the training 
which removes the hazards from 
his work puts “finish” on it. 

The problem of working out the 
safety program with the employees 





Accident Types 


AMONG ITS OTHER activi- 
ties, the National Safety 
Council gathers statistics on 
the incidence and nature of 
accidents. In a survey of a 
group of hospitals, it found 
that the types of accidents 
were distributed as follows: 


Type Per cent 
Slips and falls... 18.5 
Handling equipment — 12.5 
Burns (not chemical) -..11.1 
Struck by objects 
Struck against objects -- 8.34 
Caught hand in door.__ 6.5 
Handling material 

(not lifting) ....... 5.1 
Foreign bodies in eye... 5.1 
_ 4.62 

Handling knives 
aan) —__.__._._.... 3.7 
Handling instrument 2.31 
All others - 13.43 


Total 100.00 











has a twofold aspect: Job instruc- 
tion and the conditioning of atti- 
tudes favorable to work-withoui- 
risk. Job instruction presupposes 
the analysis of the work to be done 
and a careful study of the proce- 
dures by which it can be done cor- 
rectly and safely. 

This instruction can go as far as 
the director of the hospital train- 
ing program thinks necessary. It 
can seldom go too far. A common 
mistake is to assume that many 
so-called simple jobs are things 
anybody knows how to do. On the 
contrary, there is almost no task 
so simple that some persons can- 
not do it wrong. 

Not only does careful job train- 
ing result in safer and more effec- 
tive work, but it discharges that 
part of the employer’s responsi- 
bility to the employee to keep him 
safe from occupational injury. 

The winning of employee in- 
terest and cooperation in a hospital 
safety program is one of the more 
subtle problems faced by the ad- 
ministrator. There are no _ short 
cuts or easy methods to an em- 
ployer-employee relationship of 
the kind needed for efficient man- 
agement. There are, however, few 
aspects of hospital management in 
which interest and cooperation are 
more necessary than in the elimi- 
nation of unsafe practices. 

The solution of this problem is 
an integral part of the personnel 
policy of each hospital and must 
be worked out in terms of this 
policy. A substantial volume of 
posters, employee booklets, train- 
ing information and other items 
are available from the Department 
of Labor, the various insurance 
companies and from the National 
Safety Council. 

The requirements and charac- 
teristics of a successful safety pro- 
gram may seem like an impossible 
burden to add to the jobs of an 
already busy executive and staff. 
That might be true if accident 
prevention were an endeavor en- 
tirely separate from normal oper- 
ations of the hospital and if safety 
were the sole result. Actually, 
most of the activities suggested 
are already in use for the usual 
purposes of operation. All that is 
needed in most hospitals is the in- 
clusion of safety as a self-conscious 
endeavor. 
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Air-Cooling Capacity 

HOSPITALS THAT PLAN to install 
air-cooling equipment should in- 
vestigate carefully the capacities 
of their local water supply. Many 
cities and private companies that 
supply water are concerned about 
the growing demand for water for 
cooling purposes. This is a particu- 
larly pressing problem in areas 
which depend upon wells. 

The industrial demands in many 
such areas appear to be lowering 
the water tables from which these 
wells are fed. Actually, the in- 
creased use of water for cooling 
overtaxes existing pumping equip- 
ment. This calls for the develop- 
ment of additional pumping facili- 
ties which the water departments 
find difficult to provide at current 
costs. 

To cope with this situation some 
localities are prohibiting the use 
of water for comfort air-condition- 
ing except for those installations 
that re-use water rather than let 
it run into the sewer. According 
to an article in Public Manage- 
ment for November, Reno, Nev., 
and Pasadena, Calif., prohibit the 
discharge of waste water from air- 
conditioning units into the sewer 
system. 

The answer is, of course, to plan 
cooling systems with water cooling 
towers or other water cooling 
equipment. With these, the only 
water required from the supply is 
that needed to make up for evap- 
orative loss. 


Second Institute 


The second institute to be con- 
ducted by the Association for hos- 
pital engineers has just been an- 
nounced. Application blanks have 
been mailed to member hospitals. 
The institute is to be held at Buck 
Hills Falls, Pa. The program prom- 
ises to provide a top faculty. It will 
Place emphasis on discussions of 
systems for controlling both cor- 


Fu:ther information about materials re- 
ferred to in this column may be had by 
Writing to: HOSPITALS, Editorial Depart- 
ment, 18 E. Division Street, Chicago 10. 
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rective and preventive mainte- 
nance and sanitation problems. 


Ambulance Radios 


Two-way radio communications 
are in use by taxicab fleets and 
truck owners but so far there has 
been no report of such use for 
American ambulance service. 

Two British ambulance associa- 
tions are using two-way radio in- 
stallations and report a 30 per cent 
decrease in unproductive mileage. 
One additional advantage reported 
is the ability to transmit informa- 
tion to the hospital on the severity 
of highway accident casualties so 
that adequate advance preparation 
will be made at the hospital. 

Medical Economics recently re- 
ported on a physician who uses 
commercial radio-telephone facili- 
ties to keep in touch with his of- 
fice. This new communications 
facility offers hospitals a system to 
keep in closer touch with their 
staff members. It might be par- 
ticularly appropriate for those 
hospitals that are providing office 
space for members of the staff. A 
report from a hospital which might 


‘be using this two-way radio serv- 


ice, would be appreciated by this 
department. 


Wetter Water for Fires 


Any engineer or maintenance 
worker who has had to fight a 
stubborn mattress or textile fire 
knows how difficult it is to ex- 
tinguish such a blaze. While the 
fire may not be particularly haz- 
ardous, if caught in time, the smoke 
produced is definitely upsetting to 
patients. 

City fire departments have in- 
creased their use of specially de- 
signed wetting agents to fight fires 
of various types. 

A wetting agent, as is known 
generally, is a chemical that re- 
duces the surface tension of water 
and permits it to spread more easily 
over a surface. At the same time, 
it can penetrate into a material 
more rapidly. Its use in detergents 


for both dishwashing and wall 
washing now has become quite 
common. 

This spreading and penetrating 
quality, according to reports of fire 
departments, helps to extinguish 
fires involving wood and furniture 
with one-fourth to one-third the 
amount of water which otherwise 
would be required. 

The adoption of such a wetting 
agent for use in hospitals has been 
made possible by the development 
of a wetting agent that can be 
used in a soda-acid fire extinguish- 
er. This material does modify the 
discharge characteristics of a soda- 
acid extinguisher, however, reduc- 
ing the range from approximately 
30 feet to about 20 feet. Before it is 
introduced into extinguishers re- 
quired by law, the change there- 
fore should be checked with local 
fire authorities. 

There is nothing to prevent the 
use of this material in either the 
soda-acid extinguishers or pump 
cans used by the engineer or the 
fire brigade. One note of caution: 
The addition of this material to 
water in extinguishers of galvan- 
ized iron will result in corrosion. 
This corrosive characteristic does 
not apply to brass, copper or steel 
extinguishers. 

Either type of extinguisher, kept 
ready for instant use at the time of 
a fire alarm, would be particularly 
helpful in handling upholstery, 
mattress or storeroom fires involv- 
ing textiles. The fire can be ex- 
tinguished more rapidly and re- 
sults in a reduction of smoke. Also, 
there is much less chance of water 
damage because the water sinks 
into the burned articles rather than 
running off of them. 


Safety Programs 


Many hospitals may soon be 
creating safety committees and 
starting safety programs. Such 
activity will be the natural result 
of the safety materials subscription 
plan now being made available 
jointly by the American Hospital 
Association and the National Safe- 
ty Council for Association mem- 
bers. Because of this increased in- 
terest, the article by Jacque B. 
Norman and George H. Buck on 
safety organization will be very 
helpful to those who will have this 
new responsibility.—R. H. 
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THE LITERATURE 





Study-Group Conclusions on 


THE NURSE SHORTAGE 


acute in the United States 
and Great Britain. In both coun- 
tries, various study groups have 
been analysing the shortage to de- 
termine what should be done about 
it. In many ways, the conclusions 
reached in one country are appli- 
cable in the other. Reports on three 
such studies have been added to 
the collection in the Association 
library. The proposed solutions of 
some of the current problems of 
nursing education and _ service 
merit the careful scrutiny of ad- 
ministrators and nurse educators. 


N sce SHORTAGES are equally 


A PROGRAM FOR THE NURSING PRO- 
FESSION. The Committee on the 
Function of Nursing. 108 pp. New 
York: MacMillan. 1948. 

The major factors which appear 
to be responsible for the present 
shortage of nursing personnel are 
meticulously evaluated in this re- 
view of the issues confronting the 
nursing profession. 

Although the recommendations 
of the committee are not conclu- 
sive as a guide for the future, they 
are somewhat the same as those 
of the Esther Lucile Brown study, 
“Nursing for the Future.” 

Two basic groups of nursing 
personnel are advocated: The pro- 
fessional nurse who has completed 
a four-year course in a college or 
university school of nursing and 
the practical nurse trained for 
nine to 12 months in a course pro- 
vided by adult and high school 
vocational systems in conjunction 
with local community hospitals. 

Integration of the practical with 
professional nurses in the ratio of 
two practical to one professional 
nurse is to be accomplished by 
organization of both categories of 
nurses into comprehensive nursing 
teams. This will provide total 
nursing care for the patient under 
the direction and supervision of 
the professional nurse. 


Focusing on the year 1960, the 
committee estimates that approxi- 
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mately 625,000 nurses will be 
needed for all phases of medical 
and health care in the United 
States. To achieve this goal, recruit- 
ment of 28,000 professional nurse 
students and 56,000 _ practical 
nurses annually is suggested. 

The report was prepared by Eli 
Ginzberg, Ph.D., chairman of the 
committee.—C.T.D. 


REPORT OF THE WORKING PARTY ON 
THE RECRUITMENT AND TRAINING OF 
Nurses. MAJoriIty REpPoRT. 122 pp. 
London: H.M.S.O. 1947. 

A review of the position of the 
nursing profession in Great Britain 
was undertaken by a committee 
representing both nursing and 
education groups. The majority re- 
port was made by Sir Robert Wood, 
chairman. A summary of conclu- 
sions—some 40 items—are worth 
studying. They include: 

The key problem in the present 
training system is the waste of 
time and womanpower. 

If student nurses were not re- 
quired to do domestic work and 
nursing duties dictated solely by 
the staffing demands of hospitals, a 
period of two years would be 
enough for general training. 

The explicit aim of the course 
would be the development of a 
nursing service in closer accord 
with modern ideas of social and 
preventive medicine. Health nurs- 
ing and sick nursing must be con- 
sidered side by side. 

Candidates for nurse training 
who do not have the ability re- 
quired to complete the course suc- 
cessfully, but are otherwise suit- 
able, should be encouraged to 
accept employment in a capacity 
ancillary to nursing. 





Inquiries about books reviewed here 
should be addressed to the American 
Hospital Association Library — Asa 
S. Bacon Memorial, 18 E. Division St., 
Chicago 10. The Literature department 
is edited by Helen V. Pruitt, librarian. 











While some of the more definite 
recommendations would be appli- 
cable to the present situation .in 
Great Britain, the philosophy 
brought out is common to the 
nursing profession anywhere in the 
world. Shortly after the majority 
report was published the minority 
report was issued, and much of the 
controversy now arises from the 
opinions set forth in it—H.V.P. 


REPORT OF THE WORKING PARTY ON 
THE RECRUITMENT AND TRAINING OF 
Nurses. MINORITY REPORT. 78 pp. 
London: H.M.S. 1948. 

The minority report was pre- 
pared by Dr. John Cohen of the 
University of Leeds and formerly 
of the cabinet office. It has an im- 
portant place alongside the majori- 
ty report. Although Dr. Cohen 
approaches the problems from an 
entirely different point of view, his 
plans for the immediate steps do 
not differ too much. 

Dr. Cohen believes that the 
Working Party recommendations 
can be regarded only as temporary 
devices to meet the immediate sit- 
uation. There is no proof that these 
recommendations as a whole, or in 
part, can be regarded as a perma- 
nent solution. He agrees with the 
majority report’s evidence that a 
job analysis shows that the average 
nurse who is now trained in three 
years could be trained even better 
in two years, if domestic duties and 
repetitive work were eliminated. 

He believes, however, that the 
report does not necessarily estab- 
lish that a two-year ‘period of 
training would be the ideal course 
and if adopted should be regarded 
as a provisional measure pending 
the results of further inquiry. In 
his opinion the basic problems of 
this inquiry must be investigated. 
He also believes that this inquiry 
must be carried out with the pre- 
cision and objectivity of a scientific 
investigation. It should not be done 
merely by gathering, comparing 
and assessing opinions. 

The first essential step is to set 
up an appropriate organization for 
research. Its first job would be to 
determine what kind of nurses are 
required. Doctor Cohen defines the 
function of the nurse to reduce the 
incidence and duration of sickness. 
This definition would give criteria 
for: (1) Measuring the effective- 
ness of nursing care; (2) determin- 
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ing the validity of possible selection 
procedures and (3) determining 
thé content, methods and duration 
of nurse training. This definition 
leads to the conclusion that the 
gain in effectiveness of good nurs- 
ing is the goal of the new program. 

In regard to the chronic sick, Dr. 
Cohen believes that so far the evi- 
dence suggests that just an increase 
in trained nurses is not the solu- 
tion. With this there must be a 
change in the methods of treat- 
ment, nursing and medical care of 
the chronic sick. Perhaps the care 
of the chronic sick might be helped 
by using nursing orderlies. 

Dr. Cohen believes two types of 
research are required—one_ to 
study the correct use of manpower 
and womanpower and the other to 
study problems specific to the 
health field. He also makes a real- 
istic and factual investigation of 
such important aspects of the 
problem as the discipline and 
working conditions of nurses. He 
believes that stricter and more sci- 
entific methods of investigation are 
needed rather than progress by 
trial and error. Optimistically, Dr. 
Cohen does not believe that an ef- 
fective solution need necessarily be 
a lengthy task; nor does he agree 
with the note at the end of the 
majority report that “the progress 
of reform is bound to be slow.” The 
rate of progress, he says, will de- 
pend on the will to act.—C.T.D. 


Hospital History 

THE BELLEVUE Story. Page Cooper. 
277 pp. New York: Thomas Y. 
Crowell. 1948. $3. 


The story of Bellevue Hospital 
has been written many times and 
from many approaches. This most 
recent effort is an attempt to cap- 
ture the color and character of old 
Bellevue. The story proceeds 
chronologically and is told through 
the medium of anecdotes. Strung 
together, they form a continuous 
history of the progress of medicine 
as reflected in the work done at 
Bellevue Hospital. 

The management of the hospital 
is fully described—from its earliest 
days as a part of the Dutch East 
India Company to its place in the 
municipal government. The devel- 
opment of the nursing school and 
the medical teaching that have 
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always been important functions 
of Bellevue is told in the sketches 
of the men and women who 
worked in and for the hospital. 

This book is very readable and 
is an authoritative introduction to 
further study of the growth and 
development of America’s _ best 
known hospital.—H.V.P. 


Education Problems 


CHILDREN WITH SPECIAL HEALTH 
PROBLEMS; Educational Adaptations 
in School, Home and Hospital. Re- 
port of the Committee on Educa- 
tional Adaptations for Children 
with Special Health Problems. 
23pp. New York: National Tuber- 
culosis Association. 1948. 

This committee report describes 
the present-day point of view on 
educational problems in relation to 
the health problems of children 
with tuberculosis, nutritional defi- 
ciencies, rheumatic heart disease, 
diabetes and a miscellaneous group 
of diseases. The hospital adminis- 


trator will be especially intereste: 
in the suggestions for providing 
educational facilities for hospita!- 
ized children and the ways of se- 
curing cooperation among the doc - 
tors, educators and the hospital 
employees. 


Blood Bank Report 


PROCEEDINGS OF THE BLOOD BANK IN- 
STITUTE, sponsored by the William 
Buchanan Blood Center of Baylor 
Hospital, Dallas, Texas. November 
17-19, 1947. 180pp. 

The library has received a copy 
of the proceedings of the first insti- 
tute on blood banks. Representa- 
tives came from all sections of the 
country to discuss the problems of 
professional and administrative 
management. The papers presented 
and the comments of the partici- 
pants were recorded and _tran- 
scribed. Many of the papers are 
descriptions of the actual operation 
of blood banks. 


Reference Guide 





TRUSTEE ORIENTATION 


HE LIBRARY receives many re- 
oc for information on va- 
rious aspects of the work of gov- 
erning boards. Sometimes the 
requests come directly from board 
members; at other times, the ad- 
ministrator wants material to give 
to his trustees for study. As an 
introduction to the.duties and re- 
sponsibilities of a board member, 
the following group of articles has 
been selected from the literature. 
It is representative of the material 
that would be sent in answer to a 
request for general or background 
information. 








“Qualifications for Trusteeship.” 
Arthur C. Bachmeyer, M.D. Modern 
Hospital. 52:77. April 1939. 


» This is a basic outline of the 
qualifications of a trustee. Dr. 
Bachmeyer lists six requirements 
for the appointment of the hospital 
trustee. Trustees’ eight primary 
functions are delineated. 





“A Trustee’s Conception of His Re- 
sponsibility.” J. Clark Keith, B.A.Sc. 


Canadian Hospital. 24: 29-30, 76. June 
1947. 

» Written by a hospital trustee, 
this article stresses the relation- 
ship of the trustee to the adminis- 
trator, how the trustee regards the 
administrator and the trustee’s re- 
lation to the public. He also en- 
courages the formation and active 
use of a women’s auxiliary. 


“A Trustee Analyzes His Job.” H. 

D. McPherson. Canadian Hospital. 
21:19-20, 60. February 1944. 
» Because the trustee does not have 
constant contact with the hospital, 
it is important that he strives to 
remember that the job of the hos- 
pital is to care for the sick; his job 
is to see that the hospital is in a 
position to provide the best pos- 
sible quality of care. 


“Education for Trusteeship.” Rob- 
ert F. Bingham. Modern Hospital. 68: 
86-88. 1947. 

» As a hospital trustee, the author 
lists five methods whereby the 
trustee can educate himself. The 
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im Kelley-Koett Multicron 300 MA is a heavy 
duty X-ray generator with capacity and operating 
features surpassing any previous diagnostic unit 
yet available in its range. 


The therapy rating is 140 KVP at 10 milliamperes 
for four hours of continuous operation. Diagnostic 
rating provides 120 KVP at 300 milliamperes in 
intermittent operation. Fixed milliamperage con- 
trol and a unique electronic-mechanical timer 
make operation outstandingly simple . . . results 
extremely accurate in every technic. 













These and other features of interest to the hospital 
radiologist are detailed in descriptive literature 
available on request. See your Kelley-Koett 
Representative or write us direct. _ 







Instantly accessible, integral units make the 
Multicron 300 MA unit easy to adjust and 
service. 
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last one emphasizes the need for 
interest in the community and in 
other activities within the com- 
munity. 





“What Is the Right Pattern for the 
Board?” J. Harold Johnston. Modern 
Hospital. 68: 86-88. August 1947. 
>» Such questions as the size of the 
board, the ages of the members, 
their jobs in the community (should 
there be a definite attempt to rep- 
resent various sections or groups 
in the community) are discussed 


in the first half of the article. The 
second part is a discussion of the 
orientation of the trustee to the 
complex hospital organization. 


“Education for Hospital Trustees.” 
Samuel Stewart. HospiITats. 15:28-30. 


» One particular device which may 
not be original, but is effectively 
used, shows the need for the trus- 
tee to obtain a contributing knowl- 
edge of the operations of the va- 
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Where Cleanliness 


Floor-San: 


iS INDICATED 


Floors, walls, rubber and metal goods, instruments . . 
everything is safely cleansed with Floor-San, the Modern Clean- 
ing Compound. One revolutionary new cleanser is safe on any 
surface. Best of all, you save time and money when you stock 
only one cleaning compound instead of four or five. It saves 
labor too, for there’s no complicated mixing and the cleanser 
does the work. Anyone can use is successfully ... even part-time 
nurses’ aids. Try it . . . you'll discover a real money-saver. 


TORONTO. 





rious departments. A manual wa 
compiled from the proceedings o/ 
board meetings where department 
heads presented reports of the 
work of their department in a 
seminar type of discussion. A copy 
of the manual was given to each 
board member and is kept up to 
date for reference. 


“Streamlined Agenda at Board 
Meetings Pays Big Dividend.” Fred- 
erick T. Muncie. HospiTats. 19: 64-65, 
February 1945. 

» Organized effort and planning 
for the material to be presented in 
a comprehensive form are the so- 
lution to the problem of how a 
few men or women, devoting an 
hour or two a month, can success- 
fully direct the affairs of a sizeable 
institution. How the committees of 
the board working with the ad- 
ministrator can prepare for the 
meetings is explained in detail. 


“Interpretation Is the Modern Con- 
cept of Hospital Stewardship.” Ray- 
mond P. Sloan. Modern Hospital. 68: 
92-94. March 1947. 


» Mr. Sloan traces the development 
of the philosophy of trusteeship 
from the earlier conception of 
board control with no interest in- 
vited or taken by the people in 
the community, to its present re- 
sponsibility of interpreting the 
hospital to the people so that the 
hospital gains support. 


“Select to Stimulate; Choosing an 

Ideal Governing Board.” W. E. Ar- 
nold. HospiITALs. 22:88-90. January 
1948. 
» The author has analyzed the ac- 
tivities of the hospital in terms of 
the help that a governing board 
can give to the administration of 
the hospital and to the administra- 
tor in particular. 


“All Hospital Trustees Should Be 
Association Members.” Frederick T. 
Hill, M.D. Hospirats: 18: 43-45. Octo- 
ber 1944. 

» If trustees would participate in 
hospital associations, they would 
have a broader conception of hos- 
pital work, a knowledge of what 
is accepted hospital policy and a 
realization of the great field of 
hospital activities. Membership in 
hospital associations can provide a 
liberal and continuous program of 
education through attendance at 
meetings and study of the various 
publications of these associations. 
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Now, your Hospital’s napery—like today’s 
new-born babies—can have a greater life ex- 
pectancy than ever before. 


SIMTEX Tablecloths, Napkins and Tray 


Covers, with their exclusive, permanent Basco- 
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finish, retain their crisp freshness through a 
long life of constant use and repeated laun- 
derings. That is why so many hospital pur- 
chasing directors specify SIMTEX, the Basco- 


finished Napery made right in America. 


Now available through leading linen wholesale supply houses. 


SIMTEX MILLS 


Division of Simmons Company 


40 Worth Street, New York 13, N. Y. 
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Farm Prices Weaken, but the 
DECLINE IS MODERATE 


ODAY’S WHOLESALE PRICES fol- 

low a scrambled pattern. Some 
products are cheaper now than a 
year ago. Others are as much as 13 
per cent higher than a year ago. 

Economists restated their earlier 
belief last month that the early 
part of 1949 would be leveling-off 
period. Business remained strong 
and goods moved quickly. 

Only wholesale farm prices fluc- 
tuated in December. The decline in 
prices of.farm products and foods 
which began last summer was less 
apparent early this year. Farm 
product prices have dropped 9 per 
cent since mid-August. 

Average prices received by farm- 
ers on December 15 were 11 per 
cent below those of a year ago. 
Prices received for all crops were 
down 19 per cent; those for live- 
stock and animal by-products, 5 
per cent. The Department of Agri- 
culture reports this outlook for 
1949: 

Total meat production will be 
about the same as in 1948 with 
more pork but less beef and lamb. 
Another large winter wheat crop is 
indicated. Grower prices for most 
fruits in February 1949 are ex- 
pected to average higher than a 
year ago. 

Marketings in early January 
caused hog prices to drop to the 
lowest level since October 1946. 
Steer prices returned to early April 
1948 levels. Lard declined to its 
lowest level since decontrol. 

According to the Bureau of 
Labor Statistics, meats and animal 
by-products were responsible for 
lowering the first January weekly 
price index to 161.3 per cent of the 
1926 average. This was 0.7 per cent 
lower than the index for December 
and 2.5 per cent below the com- 
parable week in 1948. 

December’s monthly wholesale 
price index is estimated at 1 per 
cent lower than November, be- 
tween 162 and 162.5 per cent of 
the 1926 average. Only a few 
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groups showed increases. Except 
for those, December was the fourth 
consecutive month of decline in 
commodity prices. 

New factors entered .the whole- 
sale price picture. On December 
30 the Interstate Commerce Com- 
mission authorized a temporary 4 
to 6 per cent increase in freight 
rates. Railroads had requested a 13 
per cent advance. Any increase is 
expected to help keep prices up. 

One cause of business anxiety is 


the prospect of an increase in tl. 
rate of normal taxes or an exces 
profits tax. It is believed that eith »r 
would reduce earnings and resw it 
in the curtailment of capital expai:- 
sion programs. 

In spite of recession warnings for 
‘1949, government officials think the 
financial outlook for the year is 
good. In January, employment 
continued at an all-time high and 
personal incomes were holding at 
peak levels. Price movements and 
a recent slowing down in sales, ac- 
cording to the Department of Agri- 
culture, showed a change from the 
inflationary situation of early 1948. 

Despite some softening in the de- 
mand for nondurable goods, includ- 
ing food, textiles and leather prod- 
ucts, the wholesale markets showed 
signs of underlying strength as the 
new year began. 





Jan.6 Feb.7 Dec.7 
COMMODITY 1948 1948 1948 
All commodities ... 165.5 163.8 162.4 
Farm products .............. 198.0 195.5 177.3 
CA fo eae 182.9 177.9 169.7 
Textile products -........ 147.2. 147.0 145.2 
Fuel and lighting 
ce ee 128:5 131.4 137.5 
Metal and metal 
BAECS, <0... 30s:0 159.3: 173.7 
Building materials ...... 193.5 193.1 203.0 
PR ITEP oo osccne cee nse 137.8 130.8 134.7 


*Includes chemicals and allied produts, hides 
miscellaneous commodities. 


Source: Bureau of Labor Statistics. 


TABLE 1—UNCERTAIN OUTLOOK 


Weekly Index Numbers of Wholesale Prices—1926=100 


The new weekly index is designed as a weekly counterpart of the monthly wholesale price index 
and is not comparable with the old weekly index previously issued. Since the new weekly index is 
based on a sample of about one-eighth of the commodities in the comprehensive sample, however, 
the monthly index should be used for fuller coverage. 


2/7/48 1/6/48 

Dec. 14 Dec. 21 Dec. 28 Jan. 4 to to 
1948 1948 1948 1949 1/4/49 1/4/49 
1630 1625 162.2 1761.3 — 15 — 2.5 
174.0 179.4 179.2 175.5 —10.2 —11.4 
172.6 170.0 169.6 168.1 —55 — 8.1 
145.7. 145.2 145.1 145.1 —1.3 — 1.4 
136.9 137.5 137.5 137.1 + 43 + 6.7 
173.8 173.7. 173.7 175.2 412.8 +13.8 
203.2 201.6 200.1 198.7 + 3.4 + 2.7 
133.7. 133.5 133.0 1328 + 1.5 — 3.6 


and leather products, housefurnishings goods and 








*Figures not available at press time. 
Source: Bureau of Labor Statistics. 





TABLE 2—GRADUAL DOLLAR CLIMB 


Monthly Index Numbers of Wholesale Prices—1926=100 


Nov. Nov. Nov. Nov. Nov. Nov. Oct. Nov. 
COMMODITY 1938 1940 1942 1944 1946 1947 1948 1948 
All commodities - 77.5 79.6 100.3 104.4 139.7 159.6 165.2 163.9 
Ue LO: | 67.8 68.2 110.5 124.4 169.8 187.9 183.5 180.8 
ol Sa nee iorvercmrens Saat 725 1035 105.1 165.4 177:9 178:2 174.3 
Textile products . : 66.2 745 S751 99.4 131.6 145.2 146.9 146.1 
NSPE NINA SOS on nccnonss -veentnncoces:-asis Dal 73.6 112.4 118.8 -174.7 209.3 195.0 191.7 
Fuel and lighting materials ........ 13.7 m9 8679.1 83.1 O45 116:2. 137.2 137.5 
Anthracite coal ........ . 80.1 80.7 85.7 95.3 113.5 123.4 136.4 136.4 
Bituminous coal ... 98.5 100.4 111.4 120.5 137.4 173.7 195.1 195.1 
Electricity .......... 81.8 13:3 62.3 60.1 65.2 66.3 + E 
1 eee : 84.6 805 78.4 77.3 84.4 83.6 90.9 * 
Building materials 89.2 98.9 110.1 116.4 145.5 187.7 203.5 202.9 
Brick and tile -.. 91.5 90.2 98.6 105.0 129.1 148.1 159.4 160.5 
Cement .......... .90.6 90.8 94.2 97.7 107.0 1206 133.7 133.7 
Cy. eee cnachessiecetsicccee BOS 117 133. W542 1921 2960 314: 3103 
Paint and paint materials .......... 80.9 85.7. 100.7 106.3 151.3 161.8 160.4 161.6 
Plumbing and heating materials.. 78.7 80.5 93:2 924 i07:2 136.1 157.3 15/.3 
ee cel SS ie ceeenin 107.3. 107.3. 107.3. 107.3. 120.1 143.0 178.8 178.8 
Other building materials ..... Re | 94.2 102.9 103.3 125.3 152.6 174.8 175. 
Drugs and pharmaceutical “ 
materials ......... oS ae eee 79.7 95.9 106.0 106.9 152.8 151.1 152.6 151.9 
Raw materials ........... wee 715 72.6 103.9 113.8 153.4 175.5 177.0 175.2 
Semi-manufactured articles ........ 76.2 80.7 92.6 94.8 129.1 154.9 158.4 159.4 
Manufactured products .............. 80.5 82.6 99.4 101.1 134.7 152.4 160.2 158.7 
Purchasing power of the dollar..$1.290 $1.25 $.997 $.957 $.715 $.626 $.605 $.610 
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How to make 


“PAID IN FULL’ 


mean what it says... 


Te PATIENT who leaves with a receipted bill 
takes you at your word. The way to start him 
grumbling in gatherings is to send him an addi- 
tional bill some days later. Nine times out of ten 
the additional bill covers costs incurred just prior 
to discharge — and overlooked when his final bill 
was made up. 


To prevent this, install a TelAutograph Tele- 
scriber System. Pharmacy, X-Ray, Laboratory 
and all other departments where charges occur 
notify the cashier in writing the instant the charge 
is incurred. 


No confusion, no embarrassing last-minute in- 
accuracies, no irritating waits for the patient when 
he is anxious to be on his way. When he is ready, 
his bill is ready to be paid in full. 


Write for new literature 


on Patient Discharge 
Service. Wig 
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A Typical TelAutograph Telescriber System 
One check-up message from the business 
office to all departments brings all final 

charges when the patient is ready to leave. 
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16 West 61 Street, New York 23, N. Y. 
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Orderly Buying Based on the 
EQUIPMENT INVENTORY 





HE HOSPITAL PURCHASING au- 

thority who has a system for 
keeping a continuous check on 
equipment has a reliable guide for 
buying. Complete equipment in- 
ventory and control records will 
give him answers to these ques- 
tions: Is the equipment put to 
maximum use? Is the piece of 
equipment in one department 
standing idle when it could be 
used profitably in another? Does 
the hospital have an adequate sup- 
ply of a specific piece of equipment 
or would the present supply be 
adequate if there were a central- 
ized equipment pool for distribut- 
ing equipment equitably and effi- 
ciently? And when is it more eco- 
nomical to replace than to repair 
equipment? 

Apparently, few hospitals are 
realizing the value of a complete 
equipment inventory and estab- 
lished control records. A spot sur- 
vey recently was made of 11 hospi- 


Number Description 


oa ae 


CARL. D. RINKER 


ADMINISTRATIVE RESIDENT 
ST. LUKE'S HOSPITAL, CHICAGO 


tals of 250 to 700 beds. This survey 
showed: 

NOT ONE HOSPITAL had taken a 
complete equipment inventory and 
set up control records. 

TWO HOSPITALS had done nothing 
toward establishment of an inven- 
tory. 

THREE OF THE HOSPITALS had tak- 
en an equipment inventory for the 
purpose of arriving at a valuation 
to be used for insurance and de- 
preciation. 

FOUR HAD STARTED but did not 
finish the job. 

Two HAVE ESTABLISHED records 
through recorded purchases and 
discards. One of these has followed 
the practice for 20 years and has 
a fairly complete inventory. The 
other has maintained such records 
for only five years and has little 


Numbers To Be Accounted for 


1/37 — /3¢ 


Condition 


HOSPITAL department heads can take their own inventories by using this field sheet form. 


100 


more than a skeleton upon which 
to build. 

FOUR EXPRESSED AN INTEREST in 
taking equipment inventory and 
maintaining it for control purposes. 

All the hospitals are progressive 
and apparently well-administered. 
The apparent lack of interest on the 
part of some of the hospitals might 
be due to a failure to realize how 
much money can be saved through 
such a project. Inasmuch as very 
little has been published on the 
subject, it seems fair to assume 
that these hospitals are represen- 
tative of those in other areas. 


a 
Idle Equipment 

The thought that might occur to 
the administrator is: ‘““How will it 
benefit my hospital to know how 
much equipment I have, where it 
is, and how good it is? All of it is 
somewhere within the institution 
and evidently serving its intended 
purpose. Otherwise I would re- 
ceive complaints and requests for 
purchases.”” The answer to the 
question is easily translated into 
dollars saved by considering how 
many times a piece of equipment 
stands idle in one department when 
it could be shared with another. 
The use of equipment could be de- 
termined and recorded at the time 
inventory is taken. 

Based on the inventory record, 
an equipment pool could be formed. 
All equipment that is used below a 
predetermined percentage should 
be stored there. Upon requisition, 
these items would be available to 
the various departments through- 
out the hospital. 

That the equipment pool is prac- 
tical was shown by the procure- 
ment director at St. Luke’s Hospi- 
tal. He made a study of its use and 
found that this technique is flexi- 
ble and has a variety of uses. A 
modified plan of such a pool has 
been instituted at the hospital. 

Authority for the inventory 
might be established according to 
either of two approaches. First, 
one person might be made respon- 
sible for the entire project. This 
person presumably might have 
helpers participating in the field 
work. Under an alternate method, 
department heads would take their 
own inventory. 

With either method, terminology 
must be agreed on in advance and 
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a definite system of classification 
should be set up. A predetermined 
limit, based on value or useful life, 
should control classification. Items 
falling below this limit should not 
be considered to be equipment. 

The inventory project will be 
most successful if it is backed by 
the administrator’s written orders 
followed by a meeting with all de- 
partment heads. At this time the 
purpose of the project should be 
explained and the approach out- 
lined. 

If the department heads are to 
take their own inventory, special 
care should be given to the con- 
struction of the field sheet (see 
illustration). This is the only re- 
cording sheet needed. Nomencla- 
ture and classification should be 
explained thoroughly on an ac- 
companying instruction sheet. The 
field sheet permits flexibility in 
listing equipment. The conditions 
of the equipment are given as good, 
fair or poor. 

For the hospital of 500 or more 
beds it might be better to employ a 
special person to take the equip- 
ment inventory. He would then es- 
tablish the permanent records and 
would record and schedule the pre- 
ventive maintenance. Control of 
the equipment pool, likewise, 
should be given to him. Such an 
individual might function best in 
a staff capacity on a department 
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EACH FLOOR 


represents one 


head level, reporting directly to 
the administrator. 

An inventory was taken recently 
of the equipment in the old out- 
patient clinic of St. Luke’s Hospi- 
tal. The method of operation, while 
not particularly applicable to the 
entire hospital, appears to be 
adaptable to an area where there 
is much professional activity. 

Each floor was considered as an 
area. A rough drawing was made 
of each area, outlining the offices, 
treatment rooms and _ waiting 
room space as units within the 
area. 

The units were numbered pro- 


STAIRS 


BENCHES 


of the hospital was mapped out according to a plan as sketched here. This 
area showing the offices, treatment rooms and waiting room as its units. 


gressively from area to area. The 
inventory was started in unit 1 
with institutional No. 1. Institu- 
tionally numbered labels were 
placed on all the equipment in that 
unit. When the unit was completed 
a record was made of the numbers 
used. The floor plan was followed 
in the labeling operation so that 
a continual progression of institu- 
tional numbers followed the pro- 
gression of unit numbers. 

When labeling was interrupted, 
steps were retraced and descrip- 
tions of the items already labeled 
were written. Because of the unit 
location of the individual pieces of 
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Description 


December 1, 1948 


Date Purchased 





Laundry 





#10 ,909.00 
Cost 








Location 


XYZ Co. 


Vendor 








LUBRICATION 


INSPECTION 


REPLACEMENT AND REPAIR 





Due 


Due 


Due 


Done Cost 
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BY USING a maintenance record, the administrator or chief engineer will know if repair costs would exceed the replacement costs. 




















101 

















GENERAL EQUIPMENT ACCOUNT NO. 


NAME OF ARTICLE 


EQUIPMENT RECORD NO. 























RECO Table 
RD Examining & Treatment : 144 
DESCRIPTION—TYPE—MFGR'S NAME AND NUMBERS 
Metal W/Padded Top 24" X 28" x 74" 
Condition Poor 

DATE PURCHASE PURCHASED FROM 

PURCHASED ORDER NO. DEPRECIATION 
LOCATION COST RECORD 

DATE | BUILOING DEPARTMENT UNIT NO. | QUAN.| UMIT PRICE AMOUNT 

11-1-/48_ Main 0. P. D. 10 1 









































DATE RETIRED VOUCHER OR SALVAGE DISPOSITION 
4. ¥. NO. 




















THIS EQUIPMENT record card may be used to record new purchases of equipment as well as 
to record the results of the inventory of all equipment that is being used at the time. 


equipment, it was not necessary to 
conduct sequential labeling. This 
permitted steady work even though 
there was much activity in the 
area. 

For the permanent equipment 
records all that are needed are two 
5x7-inch filing cards. The infor- 
mation for these cards is taken 
from the descriptions entered on 
the field sheet during the inven- 
tory. 

The equipment record card (see 
illustration) has places to record: 
Name of article, record number, 
description of equipment and its 
condition, date of purchase, loca- 
tion (building, department and 
unit number), and cost control sta- 
tistics. 

A second record card is used to 
record equipment in quantities. 
This card gives a description of 
identical items such as instrument 
and dressing tables, examination 
and treatment tables and office 
desks and lockers. 

The card is a record of original 
inventory with additions and de- 
ductions. This card is used as a 
master control of the items which 
are in quantity in the department 
or the institution. 

Probably the greatest savings to 
the hospital will come through the 
practice of preventive mainte- 
nance. This has been done exten- 
sively in industry and has proved 
its worth to the point where it is 
considered wasteful to be without 
such a system. Its value is especial- 
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ly apparent in such departments as 
the laundry, boiler room, kitchen 
and electrical plant where there is 
much heavy equipment. 

Records of maintenance work 
done on equipment may be kept 
on loose leaf sheets (see illustrat- 
ed preventive maintenance record). 
On this record should be listed the 
description of the item, its location, 
date purchased and cost. When 
maintenance is completed, a nota- 
tion is made on the sheet. The cost 
of the repair and the amount of 
time that the machine is idle are 
also recorded. The record, of 
course, should include an entry for 
routine greasing and oiling. 


TABLE, INSTRUMENT & DRESSING 
Quantity 
in 


Amount Source 


From 


Nonated 


It is important to record when 
parts affected by wear should be 
replaced. Manufacturers usually 
supply such information. If parts 
are removed when they have given 
maximum service but before they 
break, it will prevent idle time 
during repair. Preventive mainte- 
nance can be scheduled during the 
slack and idle hours. Then em- 
ployees will not be idle because 
there is a delay while repairs are 
made. 

Perhaps some hospitals have 
adopted the progressive view that 
depreciation should be taken on 
plant and equipment. In this way 
the community can amortize its 
contributions toward the purchase 
of replacements. An equipment in- 
ventory will provide a sound basis 
on which to compute the correct 
amount to be provided annually. It 
also will disclose the additions to 
the heavier equipment that should 
be capitalized and those that should 
be charged to expense. The records 
of preventive maintenance will 
tell when it is more costly to repair 
a machine than to replace it. 

Equipment control can serve the 
hospital in many ways. Properly 
used, it will be reflected in re- 
duced operating costs. Before es- 
tablishing such controls, however, 
the administrator must know that 
the inventory information will be 
fully utilized. Also, the project 
should be a continuing and a com- 
plete one because only in this way 
will full return be realized. 


Equipment Record No.: 143 
16" X 20" X 30" METAL 
Total 


on 
Amount Reason Hand 





INVENTORY cards like this can be used for master control of equipment items that are 
available in quantities. They can be used for single departments or the entire hospital. 
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another Aloe 









the most modern 


Special schematic layouts for 
laboratories available on request. 


exclusive 


A.S. ALOE COMPANY — 


tomorrow's 
laboratories | 
will be equipped with 


laboratory furniture in the world 


Moduline, by Aloe, comes in architectural approved 
widths and depths so that custom-built laboratory 
facilities may be developed from standard Moduline 
units. Notice these details: concealed hinges; baked 
steel finishes with stainless steel table tops; Furnished 
with or without reagent shelves. Utilities can be top or 
splashback mounted. No working space is taken up 
with utilities. Each new installation is convincing more 
persons that Moduline is the most functional, practical, 
laboratory furniture ever designed. Write for special 
booklet T-300 and learn how Moduline can help solve 
your furniture problems. 
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How To Destroy the Value of 


COMPETITIVE BIDDING 








é SING ONE BID to whittle another 
U is bad practice. Every pur- 
chasing agent’s code of ethics 
should have a clause that prohibits 
him from quoting competitor’s bids 
in what would be a futile effort to 
save money for the hospital by 


WALTER N. LACY 


PURCHASING AGENT 
ST. LUKE'S HOSPITAL, CLEVELAND 


whittling prices. The purchasing 
agent or other buyer for hospitals 
will rate better with salesmen and 
get better service if he is known 














SWEEPERS EVERYWHERE 
SAY IT’S A BEAR 


FOR WEAR 


FULLER FIBER BROOM 



















TN 


fh Hod 7 Nh 





Its rugged, workmanlike con- 
struction — including a light 
metal casing to protect the 
broom’s shoulder — combines 
with long-wearing fibers to 
more than double the life of 
your broom. You can reduce 
your daily cleaning costs with 
the longer-lasting Fuller Fiber 


Broom. 


Phone your local Fuller Branch 
= Office or write 










INDUSTRIAL DIVISION 
3564 MAIN ST., HARTFORD 2, CONN. 


IN CANADA: FULLER BRUSH COMPANY, LTD., HAMILTON, ONTARIO 
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as a buyer who accepts quotations 
for what they are and buys from 
the vendor who offered the best 
initial bid. 

Vendors who know that a buyer 
will give them a chance to whittle 
their quotation, probably will not 
quote their best price until they 
find they cannot sell at a higher 
price. Some, after a few experi- 
ences knowing their firm quotation 
will be used to force down a favor- 
ite’s inflated price, may refuse to 
quote at all. In either case, the 
hospital will be the loser. 

For a year I had been buying a 
certain commodity from a sales- 
man at a price which had been the 
best offered in competitive bidding 
when the first purchase had been 
made. Purchases during the year 
had amounted to about $1,700. 
This salesman again quoted the 
same price as for previous pur- 
chases. Another, who had recent- 
ly joined a competing company 
(which a year ago had bid but had 
not been the low bidder on the 
identical goods) now quoted a 
lower price. His offer was ac- 
cepted and the order placed. 

The first salesman phoned to 
urge that the order be placed be- 
fore there was an inevitable price 
advance. He had to be told, of 
course, that a competitor had been 
given the order. This was a hard 
thing for the purchasing agent to 
have to say, for relations and deal- 
ings between the two had always 
been unusually friendly; but in 
justice to the hospital, there was 
no alternative. 

Before he admitted that the buy- 
er’s action had been right—which 
he did—this salesman said, “But 
tell me his price and I will meet 
it.” The buyer replied, “I cannot 
do that. I never quote one dealer’s 
price to another.” His surprising 
reply was, “You are the only buyer 
in my territory who won’t do that.” 

If he is 50 per cent right, or 
even 25 per cent right, it is a dam- 
aging statement of unethical con- 
duct practiced by those who buy 
for hospitals. 

Administrators, department 
heads and purchasing agents must 
be fair with all vendors and ac- 
cept their bids as bona fide. Try- 
ing to pare down prices by quoting 
competitor’s bids may save a small 
per cent this time but eventually 
the hospital will be the loser. 
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All Steel Hand Truck, Model z006—single handle, 
lightweight, but so sturdily built as to be prac- 
tically indestructible. Mounted on 5 in. ball- 
bearing steel disc wheels with positive, clincher 
grip tires. Equipped with hook for easy handling 


of ash. barrels and refuse cans. 





Furniture Caster, 151 Series—double ball- 
bearing swivel. All parts of hardened 
deep drawing steel. Choice of 15% in., 2 
or 3 in. wheel sizes. Wheels of all hard 
rubber, or soft rubber tread. For use on 


nurses’ beds and wood furniture. 








MOUNTED ON 


Y) 


Light Duty Tray 












Bed Caster, 264 Series—double_ball- 
bearing swivel. All parts of hardened 
deep drawing steel. Choice of 3, 4 or 
5 in. wheel sizes. Solid rubber or steel 
disc rubber tired wheels. Equipped 
with foot brake if desired. For metal 
hospital beds. 


Storeroom and Delivery Truck, Model 
1710 — hardwood platform, carefully 
joined to eliminate cracks. Metal, all- 
welded push handles. Mounted on four 
heavy duty 5 in. rubber-tired rigid 
casters. Platform finished “natural” 
metal parts olive-green lacquer. An 
outstanding wood platform truck for 
general use. 





J&] 


EASY HANDLING 
LONG LIFE 


e SMOOTH, QUIET 
OPERATION 


Choose J & J Hospital Trucks and accessories for efficient 
service in every department. Write for Catalog 39T. 


JARVIS & JARVIS, INC. 


Palmer, Massachusetts 


Model 1352—two-shelf model, 
mounted on two 5 in. double 
ball-bearing swivel casters and 
wo 10 in. ball-bearing rigid 
wheels, all rubber-tired. Light, 
quiet and very easy rolling. 
For delivering \special diets, 
flowers, medications, trays of 
glasses of water or juices, and 
a wide variety of general uses. .4 bs 









Truck, 


Heavy Duty Dish Truck, Model 1472—two- 
shelf, with extra No. 1074 auxiliary tray 
shelf. Mounted on two double ball-bearing 
5 in. casters and two 10 in. steel disc, 
rubber tired wheels, which carry the bulk 
of the load. Tray shelf may be lifted off 
for cleaning. Donut type or continuous 
bumpers are optional at slight additional 
cost. This is an ideal truck for your staff 
dining room or help cafeteria. With metal 
or wood boxes as illustrated. 








SUPERIOR Zaicdss TRUCKS 


SUPERIOR CASTERS 
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Purchasing 


COMMENT 





Substitutes 

BECAUSE OF TODAY’S unpredict- 
able business activity, purchasing 
agents are finding it difficult to 
formulate buying policies. Yet 
there is one development that helps 
to ease the problem: Supplies of 
many items used by hospitals are 


beginning to catch up with the de- 
mand. It is no longer necessary 
to buy and carry large stocks sim- 
ply because the salesman can 
promise prompt delivery. 


Competition is beginning to have 
an effect. So far this has not meant 
a general or true price reduction. 








RDE X 
on CATHETER 


Constructed for Strength and 


There is a 
BARD CATHETER 


for Every Requirement 


# 


TT 









BY BOILING OR 
AUTOCLAVING 


C.R.BARD,Ine., Summit, N.J. 


UNITED $1 


ATES 





CATHETER and INSTRUMENT CORP 








Some hospitals report that cheaper 
substitutes are being offered. They 
say that it is not always possible 
to obtain articles of supply and 
equipment according to the stand- 
ards being recommended. Hos- 
pitals, therefore, should insist that 
standards be met by purchasing 
according to specifications. 

Most suppliers have agreed vol- 
untarily to meet these established 
standards. If one supplier is un- 
willing or unable to meet the stand- 
ards, others can. Many reputable 
dealers recognize commercial 
standards and are willing to abide 
by them in filling hospital orders. 


Institutes 


Plans now are being completed 
for two institutes on hospital pur- 
chasing to be conducted this sum- 
mer. The first, April 18 to 22, will 
be at Washington, D.C., Wardman 
Park Hotel, and the second, July 
11 to 15 at Ann Arbor in the Mich- 
igan Union. 

The local advisory committee at 
Washington is under the chairman- 
ship of Neal R. Johnson, purchas- 
ing agent, Johns Hopkins Hospital, 
Baltimore. Waldo W. Buss, assist- 
ant director, University Hospital, 
Ann Arbor, is chairman of the other 
committee. Administrators or pur- 
chasing personnel interested in 
either institute should write to the 
American Hospital Association, 18 
E. Division Street, Chicago 10. 


Specifications Manual 


Almost 5,000 copies of the Asso- 
ciation’s “Manual of Specifications 
for Canned Fruits and Vegetables” 
have been distributed. They have 
been purchased by hospitals, 
branches of the federal Depart- 
ment of Agriculture, various com- 
mercial groups and purchasers for 
federal, state and city agencies. 

The manual was published pri- 
marily to assist hospitals in the 
purchase of these commodities. It 
is proving its value to hospitals and 
other buying groups and, in addi- 
tion, to consumer groups that can- 
not do quantity purchasing. — 
| I a 








The Purchasing department is edited 
by Leonard P. Goudy, purchasing 
specialist. 
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‘If You Want 
DURABLE; ALL-WELDED 


CONSTRUCTION 
specify 


— PROMETHLUF 


STAINLESS STEEE 


FOOD CONVEYORS 


tients. Note 
large heated 
drawer, 


45 years of experience insures the ultimate in design, 
construction, performance and economy of operation. 
That’s why your best buy is PROMETHEUS! 








i ~ Model No. 1023 — tray con- | 
‘or, 4 heated shelves, 1 
ban ff, Holds 16 
y (2212"' x 1612”) 4toa” ; 
Extremely mobile. 


% 


UNDERWRITERS’ APPROVED 
Write for complete details 


TLL Ge 


ELECTRIC CORPORATION 
401 WEST 13th STREET - NEW YORK 14, N. Y. 
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for the 


PROGRESSIVE 
HOSPITAL 
ADMINISTRATOR 


HOSPITAL ORGANIZATION AND MANAGEMENT 
by Malcolm T. MacHachern, M.D., C.M. 1,078 pages, with 
charts and illustrations of forms that can be used by any 
hospital, size 6% by 9%, bound in red cloth 

per copy, $8.50 

This famous book, accepted by administrators of hospitals 

throughout the world since 1935 as their manual and guide, 

now in its second revised edition (1947 printing), with much 
new and important material added to its many pages of 
valuable text. 


MANUAL FOR MEDICAL RECORDS LIBRARIANS 
by Edna K. Huffman, R.R.L. 400 pages, 73 illustrations, 
size 6% by 9%, bound in blue cloth per copy, $4.50 

A thoroughly revised book which discusses in a practical, 

concise manner the procedures of the medical records 

department. 


HOSPITAL PUBLIC RELATIONS 
by Alden B. Mills. 384 pages, 16 full illustrations, size 
5% by 8%, bound in tan buckram per copy, $3.75 
To those who sincerely desire to create relations of mutual 
understanding, good will and respect between themselves and 
the public, this book is a veritable mine of information and 
guidance. 


THE COLLEGE CURRICULUM IN 
HOSPITAL ADMINISTRATION 
the final report by the Joint Commission on Education, 
Charles E. Prall, Director, Paul B. Gillen, Assistant. 120 
pages, 6% by 9%, bound in blue cloth per copy, $2.00 
This final volume rounds up the remaining Commission 
studies designed to help schools of hospital administration 
build their curricula and decide the number of students to 
be accepted. 


PROBLEMS OF HOSPITAL ADMINISTRATION 
by Charles E, Prall, Director, Joint Commission on Educa- 
tion, 120 pages, 6% by 9%, bound in blue cloth 
per copy, $2.00 
Natural Division of 500 Administrative Problems — Report 
of study based on interview with 100 hospital Administrators 
located in various sections of the United States. 


PURCHASING FOR HOSPITALS 
by Walter N. Lacy. 108 pages, size 6 by 9, bound in 
blue cloth per copy, $2.25 
Tells how to purchase the things you need, attitude towards 
salesmen, testing materials, ete. 


STANDARD NOMENCLATURE OF 
DISEASE AND OPERATIONS 

1,022 pages, size 7% by 4%, bound in blue cloth 
per copy, $4.50 
Sponsored by the American Meaical Association, is a compre- 
hensive and authoritative terminology of diseases and opera- 
tions for cross-indexing purposes in your hospital. 











Plus Postage. Foreign Duties and Taxes, if any, 
are assumed by the purchaser. 


ORDER FROM 


PHYSICIANS’ RECORD CO., Publishers 
161 W. Harrison Street Chicago 5, Illinois, U.S.A. 
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WHY A FIBRIN 






AminosoL 5% with Dextrose 5% was developed as a protein hydrolysate 


after much research work on different source materials. Numerous nutrition 
experiments pointed to the unique role of fibrinogen as a normal constituent 
of the body. A recent clinical investigation! indicates that peptides in a 
protein hydrolysate derived from fibrin as a source material are retained 
better and are excreted to a considerably smaller extent than are the 
peptides derived from other protein source materials. 

Fibrin was selected as the source for AminosoL because of its complete- 
ness as a food protein. The result is a hydrolysate which, after stringent 
animal and human use, has been shown to have high biological value and 
stability. AMINOSOL is assayed for the absence of anaphylactic properties by 
a very rigid procedure. Freedom from pyrogens is assured. The practical 
absence of sodium ion recommends it for use in cardiac and renal condi- 
tions where a salt-free diet is indicated. 

AMINOSOL is supplied in 500-cc. and 1000-cc. Abbott Intravenous Solu- 
tion Containers, ready to use. Obtain added safety and convenience in 
administration by using the sterile, disposable VENopAK* equipment. 
ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS. 
*Trade Mark for Abbott’s completely disposable venoclysis unit. 


® 


(Abbott’s Modified Fibrin Hydrolysate 5% with Dextrose 5 


1. Christensen, H. N., Lynch, E. L., Decker, D. G., and Powers, J. H. (1947), The Conjugated, Non-Protein, Amino Acids of Plasma. 


IV. A Difference in the Utilization of the Peptides of Hydrolysates of Fibrin and Casein, J. Clin. Invest., 26:849, September. 





HYDROLYSATE ? 
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MEDICAL REVIEW 





Disease Classification by an 


INTERNATIONAL CODE 


OW THAT A NEW disease classi- 

fication is introduced, ques- 
tions arise about its use. Recently, 
the “International Classification of 
Diseases, Injuries and Causes of 
Death” was published in book form 
by the World Health Organization. 
This book is not intended to re- 
place the widely used “Standard 
Nomenclature of Disease and 
Standard Nomenclature of Opera- 
tions.” ; 

Its main purpose is to. establish 
international standards for coding 
diseases and carrying out large 
scale statistical studies. The diag- 
nostic breakdown of this classifica- 
tion is much less specific than that 
of the “Standard Nomenclature of 
Disease.” 

The “International Statistical 
Classification of Diseases, Injuries 
and Causes of Death” provides 610 
main categories of disease condi- 
tions. It has two alternate classi- 
fications of injuries. These consist 
of 153 or 189 categories depending 
on the type of injuries. They can 
be classified by the external causes 
of the injury or by the nature of 
the injury. 

A decimal system of numbering 
designates each main category by 
a three digit number. For many of 
the three digit categories, further 
subdivisions have been suggested. 
These will be useful in the tabula- 
tion of more detailed morbidity 
statistics and in the extension of 
the classification as the basis of a 
diagnostic cross index. 

The “Standard Nomenclature of 
Disease” is the only book whose 
purpose is to provide a nomencla- 
ture of approved diagnoses. The 
new list does not do this; it is de- 
signed to answer the needs of the 
statistician. The new book is flexi- 
ble enough to provide whatever 
degree of detail is desired not only 
for statistical analysis but also for 
indexing diagnoses. 

The “Standard Nomenclature of 


Disease and Standard Nomencla- 
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ture of Operations” is published 
for the American Medical Associa- 
tion. This book standardizes and 
codes individual specific diagnoses 
designed for hospital filing and ref- 
erence work. It is now undergoing 
revision. The new volume will be 
published early in 1950. It will 
contain code numbers of the inter- 
national classification (parentheti- 
cally) for cross reference use in 
statistical studies. 


Unauthorized Leave 


The problem of many tubercu- 
lous veterans leaving Veterans Ad- 
ministration hospitals against med- 
ical advice is re-emphasized in a 
recent Veterans Administration re- 
port. The efforts to keep these vet- 
erans hospitalized until they are 
well are being overbalanced by 
emotional and sociological factors. 

This comprehensive and illumin- 
ating report portrays problems 
which are pertinent to the under- 
standing of tuberculosis as a dis- 
ease. Even more significant are the 
social, emotional and psychological 
aspects of chronic disease chal- 
lenging the patient-physician rela- 
tionship. As this relationship is 
the basis of judgments of the prog- 
ress made by the patient and the 
foundation of all treatment, other 
considerations, however applicable, 
are supplementary in importance. 

Tuberculosis is one of the first 
chronic diseases whose treatment 
has become highly socialized. Most 
of the hospital facilities for tuber- 
culosis are tax supported and 
available irrespective of the pa- 
tient’s financial resources. Admis- 
sion is voluntary except occasion- 
ally when a quarantine order is is- 
sued by a local health department. 





The Medical Review department is 
edited by Charles T. Dolezal, M.D.., 
secretary of the Council on Profes- 
sional Practice. 




















Choice of a tuberculosis hospital 
or sanatorium is seldom possible. 

This is true because of the re- 
sponsibility of local governments 
for the tuberculous patient and 
because more than one institution 
is seldom available to the patient. 
Choice of a physician is seldom 
possible because most tuberculosis 
hospitals are operated with a closed 
staff. 

Despite the advancements in 
modern therapy of tuberculosis, 
this study revealed that 54 per 
cent of all tuberculous patients 
who left Veterans Administration 
hospitals were absent either against 
medical advice or without leave. 
More than one-half of these pa- 
tients had made no clinical im- 
provement and two-thirds were 
suffering from moderately ad- 
vanced or advanced disease. The 
degree of infectiousness of this 
group was not disclosed. Many 
previously had been discharged 
once or more as absent without 
leave or without a medical dis- 
charge. The same situation exists 
to some extent in other hospitals. 

Quite properly, the author calls 
attention to the social, emotional 
and psychological aspects of tuber- 
culosis: (1) The public knows that 
there is no specific or permanent 
cure; (2) the fear of this disease is 
due to the lack of understanding 
of modern methods of treatment; 
(3) there is a need for a prolonged 
period of treatment, and (4) 
physical inactivity is required dur- 
ing the period of rest. 

Three months after patients left 
the hospital, an analysis of their 
reasons for leaving prematurely 
was made by trained social work- 
ers. These statements were inter- 
preted by the social worker and 
tabulated. High on this list are 
those involving human relation- 
ships—domestic and family prob- 
lems. Other reasons include dis- 
satisfaction with medical treat- 
ment, the attitude of hospital per- 
sonnel to the patient, hospital rules 
and regulations, boredom and a 
lack of absorbing activities for 
the patient. 

Many patients probably could 
have been induced to continue 
treatment if their family and do- 
mestic difficulties had been solved 
by a social service worker. Also, 
the patients wanted more inten- 
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sive personal attention by physi- 
cians. 

Other basic considerations cited 
for the solution of the problem of 
irregular discharges are: Better 
orientation facilities for the pa- 
tient from the outside world to the 
institution; psychiatric service; in- 
creased use of physical medicine, 
occupational therapy, vocational 
therapy and rehabilitation meas- 
ures. There should be greater use 
of special services for treatment of 
tuberculosis. Another factor would 
be the development of a medically 
supervised trial visit program in 
the attempt to solve the problem 
of passes and leaves. 

The conclusion of the author is 
that the failure of the patient to 
continue treatment voluntarily is 
basically social and is a problem 
for the entire community. The 
study raises one unanswered ques- 
tion: Will this problem of disre- 
gard of medical staff physicians’ 
advice be as great when future 
hospital facilities based on the 
same organization are provided for 
patients of other chronic diseases? 


Cirrhosis of the Liver 


Recent investigations of cirrho- 
sis of the liver, often the result of 
overindulgence in alcohol, indicate 
that it is not necessarily a progres- 
sive disease. The traditional diet 
prescribed for liver disease is one 
high in carbohydrates but low in 
proteins and fats. In contrast to 
this a new diet rich in proteins sup- 
plemented with vitamin B com- 
plex, abstinence from alcohol, and 
without supportive medication, has 
been found to improve the health 
and prolong the life of such pa- 
tients. 

A study reported in the Journal 
of the American Medical Associa- 
tion, contrasts the progress of 124 
patients treated with the new diet 
and 386 treated with the traditional 
diet. In 61 patients the unsightly 
accumulation of fluid in the ab- 
domen disappeared. So did jaun- 
dice and swelling. There was a 
gain in weight and strength and 
improvement in liver function. 

At the end of one year, 65 per 
cent of the patients treated with 
the new diet were alive compared 
to only 39 per cent of the control 
group. At the end of two years, 50 
per cent of the treated patients 
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and 21 per cent of the controls 
were alive, and at the end of five 
years, 30 per cent of the treated 
patients and 7 per cent of the con- 
trols were still living. 

Twelve patients furnished fur- 
ther proof that the new dietary 
treatment is superior. After re- 
covery, they resumed their former 
drinking and poor eating habits. 
Relapse followed. That these same 
12 patients responded well to the 
treatment on two or more occasions 
suggests that improvement resulted 
from treatment and was not spon- 
taneous. 

This study points up the need for 
emphasis on the preventive aspects 
of disease. Ninety-one of these pa- 
tients suffered from malnutrition. 
Their diets were deficient mainly 
in meat and dairy products. Be- 
cause patients with cirrhosis of the 
liver often are incapacitated for 
long periods in hospitals, it is es- 
sential to the favorable progress 
that results from early diagnosis 
and adequate treatment. 


A Year in Review 


The significance of scientific dis- 
coveries in medical practice dur- 
ing 1948 are reviewed in Science 
News Letter for December 18, 1948. 
This summary shows the progress 
made in the development of new 
drugs and new ideas for treatment 
of disease. These are some of the 
more important of these medical 
achievements: 

Announcement was made that 
gonorrhea could be prevented by 
swallowing a single pill of penicil- 
lin a,few hours after exposure. 

Laboratory animal experiments 
indicated that cancer - destroying 
radioactive iodine could be tagged 
to a chemical which goes directly 
to the part of the body desired, 
the kidney in this instance. 

Development of a technique for 
taking photographs of living body 
cells under ultraviolet light held 
out hope for an improved way of 
telling a cancer cell’s composition. 

Treatment of cancer with high 
frequency sound waves was in- 
vestigated. 

New operations for heart dis- 
ease patients were: Creation of a 
new artery leading off the aorta 
and wrapping the aorta in plastic 
to prevent its bursting. 

Radioactive cobalt for low-cost 


cancer treatment underwent tests 
at four institutions. 

A new high-speed camera which 
requires one-twelfth the exposure 
to x-rays necessary with older 
equipment was reported as show- 
ing promise of saving victims of 
stomach cancer by making mass 
x-ray detection studies possible. 

Radiocardiography, a technique 
for studying the heart and blood 
circulation by injection of radio- 
active chemicals whose course 
through the heart is traced by an 
ink-writing Geiger-Muller count- 
er, was developed. 

A common cold-causing virus, 
named V14A, was isolated. 

Discovery of the deadly effect on 
germs of a relative humidity of 
50 per cent gave hope of a weapon 
against influenza, pneumonia, 
streptococcic sore throat and per- 
haps other diseases. 

A more reliable syphilis blood 
test was made possible with the 
discovery of a new testing chemi- 
cal, called cardiolipin, obtained 
from beef heart. 

An x-ray telescope which gives 
doctors a 500 times clearer view 
of the patient’s internal organs 
was developed and showed promise 
of revealing early stomach cancer. 

Discovery that sputum protects 
tubercle bacilli from streptomycin 
may be one clue to why this anti- 
biotic fails against certain types of 
lung tuberculosis. 

A long-range program during 
which some 15,000,000 children 
were to be vaccinated against tu- 
berculosis with BCG, largest mass 
vaccination undertaking in history, 
got under way in 11 European 
countries. 

Isolation of a blood chemical, 
serotonin, twice as powerful as 
adrenalin for fighting shock, was 
announced. 

Penicillin - sensitivity was re- 
stored to resistant disease germs 
by briefly associating them with 
germs of another family. 

A penicillin preparation that 
lingers in the body at an effective 
germ fighting level for four days 
after a single dose was made. 

Streptomycin, given in conjunc- 
tion with potassium iodide, was 
found more effective in the treat- 
ment of a late type of tuberculosis, 
fibrocaseous tuberculosis, in guinea 
pigs. 
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Radioactive iodine was reported 
to have a curative effect on toxic 
goiter. 

A method of safely injecting fat 
into the veins, designed for sick 
people who cannot eat much, was 
developed. 

A new principle in the treatment 
of disease was suggested by the 
discovery that an anti-vitamin can 
interfere with the activity of a 
female sex hormone. 

Good results with inhalation of 


penicillin and streptomycin dust 
were reported in treating colds, 
chronic sinusitis and bronchitis, 
and in the prevention of lung in- 
fections following surgery. 

A new protein was discovered in 
blood which is the fifth factor in 
clotting and has been named ac- 
globulin. 

Evidence was 
brucellosis can be 
through the air. 

A test utilizing the new drug 


presented that 
transmitted 
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piperidylmethyl benzodioxane 
(933 F) has been devised for the 
detection of a curable type of high 
blood pressure caused by tumors. 

Two new vitamins were discov- 
ered. One is Br which may have 
an anti-anemia effect, and the 
other is B,,, believed to control 
pernicious anemia. 

Organisms causing infantile pa- 
ralysis and several other diseases 
were found to get into drinking 
water by back-siphonage in the 
plumbing system. Despite chlorina- 
tion, they survive there from one 
to seven days. 

Giving tocopherol, or vitamin 
E, to diabetic patients was report- 
ed to reduce their insulin require- 
ments. 

Radioactive iodine and fluores- 
cein dye were combined to make 
diiodofluorescein, successfully used 
in brain tumor detection. 

The yellow jaundice puzzle was 
partly solved with the discovery 
that there are two kinds of virus, 
IH causing infectious hepatitis and 
SH, homologous serum hepatitis. 

Discovery of an enzyme in the 
body, named insulinase, which 
rapidly . destroys insulin, was 
linked to the cause of diabetes. 

Domestic male frogs were found 
as good as more costly tropical ones 
for detecting early pregnancy. 

Q fever germs were recovered 
from raw milk indicating that this 
may be one mode of spreading in- 
fection. 

Globulin which agglutinates sen- 
sitized red blood cells of sheep 
was found in the serum of pa- 
tients suffering with active rheu- 
matoid arthritis; this may supply 
a test for activity of the disease ° 
and also for differential diagnosis. 

The level of urates in the blood 
of relatives of gouty people was 
found to be elevated and to be due 
to an inherited dominant charac- 
teristic. 

Topectomy, an operation cutting 
away certain areas of the frontal 
lobes of the brain was reported to 
restore to health 20 out of 24 
otherwise helplessly sick mental 
patients. 

A ten-minute brain operation— 
transorbital lobotomy — combined 
with electro-shock was reported 
to be successful in treating some 
cases of schizophrenia and involu- 
tional depressions. 
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Dr. SIDNEY M. SAMIs has been 
appointed assistant director of the 
Mount Sinai Hospital, New York 
City. Dr. Samis has served in ad- 
ministrative posts at Montefiore 
Hospital and the Union Health 
Center, both in New York City. 


PaAuL E. Lousris is the new as- 
sistant director of the Lankenau 
Hospital, Philadelphia. Mr. Loubris 
formerly was assistant director of 
the Germantown Hospital and Dis- 
pensary at Philadelphia. 


A. C. WEAVER has replaced EDNA 
STIGER as administrator of the 
Charleston (W. Va.) General Hos- 
pital. 


PAUL W. KEMPE, formerly assist- 
ant superintendent of Lutheran 
Deaconess Hospital, Chicago, has 
been appointed administrator of 
General Hospital of Saranac Lake, 
N. Y. Mr. Kempe is a member of 
the American Hospital Association. 


JOHN F. DUNCAN has been named 
superintendent of the Sarasota 
(Fla.) Hospital. He succeeds J. FRED 
BAKER. Both men are members of 
the American Hospital Association. 


HAROLD C. MICKEY, superintend- 
ent of Duke Hospital at Durham, 
N. C., and direc- 
tor of the Duke 
University 
School of Hos- 
pital Adminis- 
tration, has been 
appointed east- 
ern manager of 
James A. Hamil- 
ton and Asso- 
ciates, hospital 
consultants, of 
Minneapolis. 
Mr. Mickey came to Duke Hos- 
pital in 1936 as assistant superin- 
tendent, and in 1944 he was made 
superintendent and director of the 
school of hospital administration. 
He is a member of the Council 
on Professional Practice of the 
American Hospital Association and 
has served on numerous commit- 
tees of the Association and of the 
American College of Hospital Ad- 
ministrators. 
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“Personal News 


DONALD M. ROSENBERGER, direc- 
tor of Hamot Hospital at Erie, Pa., 
for the past seven years, became 

director of the 
Maine General 
Hospital, Port- 
land, January 
15. He succeed- 
ed Dr. STEPHEN 
S. Brown, who 
is retiring be- 
cause of ill 
health. 
Before his ap- 
pointment at 
Hamot Hospital, 
Mr. Rosenberger was the adminis- 
trator of the Clearfield (Pa.) Hos- 
pital. Prior to that he was the as- 
sistant to the executive director of 
the Associated Hospital Service of 
Philadelphia. 

Mr. Rosenberger is a personal 
member of the American Hospital 
Association, a fellow of the Ameri- 
can College of Hospital Adminis- 
trators and a past president of the 
Northwest Regional Hospital As- 
sociation of Pennsylvania. 


WILLARD G. HITCHINGS has been 
appointed chief of hospital opera- 
tions for the Veterans Administra- 
tion in Ohio, Michigan and Ken- 
tucky. He is a personal member of 
the American Hospital Association. 


RAYMOND W. BROOKE has been 
named administrative assistant of 
the Johns Hopkins Hospital, Balti- 
more, and will be assigned to spe- 
cial projects. Mr. Brooke was the 
superintendent of the Memorial 
Hospital, Inc., Easton, Md., from 
1942 until 1945. 


TAYLOR O. BRASWELL became the 
administrator of Pike County Hos- 
pital, Louisiana, Mo., January 10. 
Mr. Braswell is a graduate of the 
Northwestern University program 
in hospital administration and re- 
cently completed his internship at 
the W. K. Kellogg Foundation, Bat- 
tle Creek, Mich. 


Dr. LLuoyp H. GASTON became di- 
rector of St. Luke’s Hospital, New 
York City, on January 1, succeed- 
ing DR. CLAUDE W. MUNGER, who 
retired recently because of ill 
health. Dr. Gaston came to St. 


Luke’s as assistant director in 1945, 
and has been acting director since 
Dr. Munger’s retirement on July 1, 
1948. Dr. Gaston was with the 
Public Health Service before com- 
ing to St. Luke’s. 

JouNn L. HOWELL, assistant ad- 
ministrator of the Pennsylvania 
Hospital, Philadelphia, since 1942, 
has resigned to become acting ad- 
ministrator and chairman of a 
three-month study group at South 
Highland Infirmary, Birmingham, 
Ala. Mr. Howell’s study will be 
used by the hospital’s board to de- 
termine capital needs of the hos- 
pital. 

JOHN H. PRESCOTT, assistant su- 
perintendent of Sutter Hospital 
and Sutter Maternity Hospital, 
Sacramento, Calif., has accepted 
the position of superintendent of 
Modoc Community Hospital, Al- 
turas, Calif. Prior to coming to 
Sutter Hospital, Mr. Prescott was 
with the State of California Bureau 
of Hospitals. 

E. J. HENRYSON, director of 
Group Hospitalization, Inc., Wash- 

ington, D. C., for 
14 years, retired 
last December. 
He was a pio- 
neer in the or- 
ganization and 
was its first di- 
rector. 

Mr. Henryson 
was a promoter 
of voluntary 
prepayment 
plans for hos- 

pital insurance. In 1931 he was 
called to Washington as the first 
paid executive of the Health Com- 
mittee (now the Health Council and 
the Hospital Council). He was a 
member of the advisory committee 
to the American, Protestant and 
Catholic Hospital Associations and 
served as secretary of the section 
on group hospitalization in 1937- 
1938. 

F. P. RAWLINGS JR. succeeded 
Mr. Henryson. 

OLIN L. EVANS has been appoint- 
ed director of the Citizens General 
Hospital at New Kensington, Pa., 
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succeeding PAUL MEYER JR., who 
resigned recently to become the 
associate director in charge of 
business management at the Jew- 
ish Hospital, Brooklyn, N.Y, 

Mr. Evans, a personal member 
of the American Hospital Associa- 
tion, was the superintendent of the 
Osteopathic Hospitai at Philadel- 
phia. 


VicTtorR E. COSTANZO was ap- 
pointed associate administrator of 
St. Anthony’s Hospital, St. Louis, 
Mo. Mr. Costanzo is on the staff 
of the Catholic Hospital Associa- 
tion and is an instructor in the 
department of hospital adminis- 
tration, St. Louis University. 

He received his master’s degree 
in hospital administration from 


Washington University, St. Louis, 
in June 1948, upon completion of 
a year’s internship at Grace-New 
Haven (Conn.) Hospital. 


Dr. HERBERT T. WAGNER has 
been named medical director and 
superintendent of the new Utah 
State Crippled 
Children’s Hos- 
pital at Salt 
Lake City. Un- 
til the new hos- 
pital is complet- 
ed, Dr. Wagner 
will supervise 
activities at the 
temporary serv- 
ice hospital at 
Fort Douglas. 

Dr. Wagner 
was the program director of the 
Division of Hospital Facilities of 
the Public Health Service at Den- 
ver. Prior to joining the Public 
Health Service, he was assistant 
director of Roosevelt Hospital, New 
York City, director of the Meriden 
(Conn.) Hospital and executive 
director of the Stuart Circle Hos- 
pital at Richmond, Va. 

Dr. Wagner is a personal mem- 
ber of the American Hospital 
Association. 

Dr. ISIDORE FIRSCHEIN has been 
appointed medical superintendent 
of the Coney Island Hospital, 
Brooklyn, N.Y. Dr. Firschein, who 
was the deputy medical superin- 
tendent, replaced Dr. HENRY W. 
KOLBE. 

THE REv. Louis J. BRISTOW, who 
retired recently as superintendent 
of the Southern Baptist Hospital at 
New Orleans, now is serving as an 
officer of Rotary International. 

Rev. Bristow founded the South 
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Carolina Baptist Hospital at Colum- 
bia and the Good Samaritan Hos- 
pital at Selma, Ala. 


LouISsE LENHARDT, acting admin- 
istrator of the Warren A. Candler 
Hospital at Savannah, Ga., has 
been appointed administrator of 
that institution. She is a personal 
member of the American Hospital 
Association. 


JAMES MCKELVEY JR. has been 
appointed administrator of the 
Chambersburg (Pa.) Hospital. He 
was the administrator of the Graf- 
ton (W. Va.) Hospital. 

Mr. McKelvey replaces WHITE- 
LAW H. Hunt who resigned to be- 
come the acting administrator of 
Cooper Hospital at Camden, N. J. 
THOMAS E. CARDEN, the adminis- 
trator of Cooper Hospital, is ill. 


Dr. J. J. GOLUB, executive and 
medical director of the New York 
Hospital for Joint Diseases for the 
past 20 years, recently was elected 
executive vice president of the hos- 
pital. 

Dr. Golub is a personal member 
of the American Hospital Asso- 
ciation. 

GEORGE W. HOLMAN has been ap- 
pointed superintendent of the 
Union Protestant Hospital, Clarks- 
burg, W. Va. Mr. Holman was the 
superintendent of the Tri-County 
Hospital at Orangeburg, S. C. He 
is a personal member of the Amer- 
ican Hospital Association. 


RAY VON STEINEN resigned his 
position as administrator of the 
Lincoln Hospital at Detroit to be- 
come the administrator of the 
Wyandotte (Mich.) General Hos- 
pital. PAUL CUSHING was the ad- 
ministrator at Wyandotte. 

GRACE B. HINCKLEY has retired 
as superintendent of the Methodist 
Hospital, Brooklyn, N. Y., after a 
service of 35 years. Miss Hinckley 
began her service at the institution 
in 1913 as superintendent of the 
school of nursing. She then became 
assistant superintendent of the 
hospital and in 1929 she was made 
superintendent. 


Dr. HUGH SMITH CUMMING, sur- 
geon general of the Public Health 
Service from 1920 to 1936, died De- 
cember 20 at Washington, D.C. 


Dr. Cumming was an outstand- 
ing authority on quarantine mat- 
ters and tropical diseases. An 
active worker in the field of inter- 
national health, Dr. Cumming was 
instrumental in the organization of 
the League of Red Cross Societies. 
He was the director of the Pan 
American Sanitary Bureau and 
was a member of the Health Sec- 
tion of the League of Nations. 

Dr. Cumming was an honorary 
fellow of the American College of 
Surgeons, an honorary member of 
the American Hospital Association 
and was a past president of the 
Association of Military Surgeons. 


JOHN RUSSELL STONE, general di- 
rector of administrative service at 
the Menninger 
Foundation, To- 
peka, Kan., died 

January 11. 
He began his 
service at the 
Menninger 
Foundation in 
; 1923 when he 
‘ came there as a 
I psychologist. In 
1926 he was ap- 
pointed business 
manager and held that position 
until 1946 when he was appointed 
general director of administrative 

service. 

Mr. Stone was a member of the 
American College of Hospital Ad- 
ministrators, an active personal 
member of the American Hospital 
Association and was a past presi- 
dent of the Kansas Hospital Asso- 
ciation. 


Dr. JOHN D. LYTTLE, medical 
director of the Children’s Hospi- 
tal, Los Angeles, died on Novem- 
ber 26, 1948. 


Mary E. Sursray, R.N., director 
of the Interstate Hospital and Per- 
sonnel Bureau at Cleveland, Ohio, 
died last December. Miss Surbray 
was a life member of the Amer- 
ican Hospital Association. 


REAR ADMIRAL EDWARD RHODES 
Stitt, former surgeon general of 
the Navy, died November 13 at 
the United States Naval Hospital, 
Bethesda, Md. 


Louis ROTH, superintendent of 
the Barnert Memorial Hospital at 
Paterson, N.J. since 1929, died on 
December 6. Mr. Roth was a mem- 
ber of the American College of 
Hospital Administrators and the 
American Hospital Association. 
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The President Speaks 


President Truman had a friendly audience when 
he delivered his State of the Union message to Con- 
gress last month. Yet, members of both Houses com- 
mented cautiously on the message and made it clear 
there would be no hurried changes in the federal pic- 
ture. They intimated that this is not a time of domestic 
crisis. 

On national health insurance, President Truman 
had not backed down. To him it was no longer a pos- 
sible solution to American health problems, it was 
the most logical one. In his economic message he said: 
“National health insurance is the only workable way 
to assure that all individuals have access to the medi- 
cal care they need. I recommend the enactment of 
such a program this year.” 

The President already had plumped for health in- 
surance in his opening message. He repeated his stand 
as he spoke of the budget, of labor and of veterans. 
On the treatment of veterans with non-service dis- 
abilities, he said we must extend benefits “ Pape 
the light of existing social welfare programs available 
to all, veterans and non-veterans alike.” 

Many congressmen, federal officials and commenta- 
tors thought the President moved more quickly than 
Congress would. Some predicted a national plan for 
health insurance will only be studied by Congress 
this year. Some said early action is more likely in 
the fields of hospital construction and coordination of 
federal medical activities. 

The early session of Congress produced no definite 
trends. Few key bills were entered and it was not 
certain which of the bills, if any, were designed 
specifically to implement the President’s program. 
But the “faces” of many bills were familiar. 

The Wagner-Murray-Dingell bill was dusted off 
and introduced without a word changed. Several con- 
gressmen wondered if it were not just a “stalking 
horse’ for the President’s coming proposals on com- 
pulsory health insurance. 

President Truman has promised Congress a special 
message on the nation’s health. It will be much like 
his health message to the Eightieth Congress and may 
well be followed by a new bill to promote the health 
insurance measure. The basic issues in the new bill 
probably will be the same, but Wagner-Murray- 
Dingell will have paved the way for a dramatic in- 
troduction. 

Meanwhile the compulsory health bill was not do- 
ing badly in its own right. Representative Dingell 
was satisfied in knowing his bill (H.R. 783) had been 
referred to the friendly Interstate and Foreign Com- 
merce Committee. This committee, headed by Rep- 
resentative Crosser (D., Ohio) had a more liberal 
membership than the Ways and Means Committee to 
which H.R. 345, a duplicate of H.R. 783, had been 
referred. 
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In the Senate, the compulsory health proposal be- 


“came S.5. Because it was referred to the Labor and 


Public Welfare Committee—a group with a clearly 
liberal outlook—it stood a good chance for prompt 
consideration. Senator Thomas is chairman of’ this 
committee and Senators Pepper and Murray, both 
champions of compulsory health insurance, are among 
its members. 

What then were the barriers? Factors which stood 
in the way of national compulsory health insurance 
received little publicity last month. But counter-pro- 
posals were on the way. In Pennsylvania an alterna- 
tive plan had grown under the sponsorship of several 
senators and the president of the Pennsylvania Medi- 
cal Society. Soon it would be presented in Wash- 
ington and others promised to follow it closely. 

Points in their favor seemed to rise as Blue Cross 
and other voluntary plans gained in membership 
(see Prepaid Care) and were accepted by large groups 
of workers. Statistics for 1948 showed a favorable 
year ahead for them and pointed to a good source 
for ammunition in promoting national health insur- 
ance on a voluntary basis. 

Some health authorities pointed to other significant 
snags for compulsion this year: Democrats already 
have had sharp disagreements on committee member- 
ships. And in a dramatic closed session, Senator Robert 
Taft, an enemy of strong federal control, retained his 
leadership of Senate Republicans. 


Hoover Commission 


The medical “task force’’ report to the Hoover com- 
mission (see Federal, Administrative) which lashed 
out at the high cost of federal medical services caused 
much talk and some discomfort. Veterans organiza- 
tions vowed to fight the recommendations to the end. 
The armed forces prepared to justify continuation of 
their present independent medical activities. The Pub- 
lic Health Service took inventory of its system for 
commissioning officers. 

Their concern was valid, even though the report 
did not represent the final recommendations which 
the Hoover commission will begin sending to Congress 
this month. It is not likely that the final reeommenda- 
tions will be much different. And if they are adopted 
by the Eighty-first Congress, there will be great 
change in the federal health picture. 

If Congress transfers veterans’ hospitals to the 
proposed department for health, security and welfare, 
as recommended by the Hoover task force, the budget 
share of the new department will have to be in- 
creased. In the meantime the Veterans Administra- 
tion already has cancelled orders for 24 new hospitals 
and has ordered the reduction in size of 14 others (see 
Veterans). Whether Congress will choose to further 
trim the authorized 1.1 billion dollar program re- 
mains to be seen. 
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A Busy Year for Health Proposals 


Congress set to work last month 
with a great burst of energy. Dur- 
ing the first 10 days of the eighty- 
first session more than 1,500 bills 
were introduced, dozens of which 
were related to public health, med- 
ical care and hospitalizatiqgn. Many 
bills were identical to measures 
introduced without success in the 
eightieth Congress. 

Compulsory Health: Wagner - 
Murray-Dingell, the national com- 
pulsory health bill, first introduced 
in 1938, was back again. It had 
sponsors in both the House and 
Senate and now is known variously 
as S.5, H.R. 783 and H.R. 345. In 
the Senate, the Labor and Public 
Welfare Committee will handle 
the bill; in the House, H.R. 783 has 
been referred to the Interstate and 
Foreign Commerce Committee; 
H.R. 345 went to the Ways and 
Means Committee. 

To refresh memories and to sum- 
marize the contents of S.5, Repre- 
sentative Dingell and Senators 
Wagner, Murray and McGrath (a 
new sponsor), issued a joint state- 
ment making these claims for their 
bill: 

1. It will cover 85 per cent of 
the population, including the self- 
employed and their dependents. 

2. It will guarantee to partici- 
pants medical and dental service 
by general practitioners and spe- 
cialists, hospital and home nursing 
care, laboratory service and x-rays. 

3. It will guarantee free choice 
of physician and dentist by the 
patient. 

4. Doctors, nurses and hospitals, 
including organized groups of 
practitioners and consumer co- 
operatives, will be invited, not 
compelled, to participate. “Every 
hospital that participates is guar- 
anteed freedom from governmental 
supervision or control.” 

5. The method of payment from 
the insurance fund “is to be de- 
cided by those practitioners who 
furnish the service.” 

6. Doctors may participate, along 
with other citizens, in administra- 
tion of the plan locally. 

Though these claims were not 
new, they drew comment and re- 
newed discussion in the House and 
Senate. Meanwhile, Congress 
awaited the President’s special 
message on health before officially 
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weighing the relative merits of any 
health insurance program. 

New department: Representa- 
tives Harris and Dawson eftered 
bills to give the Federal Security 
Agency departmental status (H.R. 
184 and H.R. 782), and these were 
referred to the Executive Expend- 
itures Committee, of which Mr. 
Dawson is chairman. These bills 
had been recommended by the 
President in his State of the Union 
message. 

Hill-Burton: Also vital to the na- 
tional health picture were several 
bills introduced to amend the Hill- 
Burton Hospital Survey and Con- 
struction Act. These included H.R. 
323, filed by Alaskan Delegate 
Bartlett; S.205, filed by Senator 
Downey, and 8.231, filed by Sena- 
tor Ecton. All favored continuation 
and expansion of the Hill-Burton 
Act through increased allotments 
to the states. More bills of this type 
were on the way at the end of 
January. 

National research: To stimulate 
and coordinate medical research, 
Chairman Thomas of the Senate 
Labor and Public Welfare Com- 
mittee introduced S.247, a national 
science foundation bill identical to 
the one which passed in the Senate 
last year but died in the House. 
Similar, and in a few instances 
identical, bills were filed in the 
House by several sponsors, includ- 
ing representatives Priest (H.R. 
12), Harris (HR. 185), Celler 
(H.R. 359) and Wolverton (H.R. 
311). These measures were turned 
over to the Interstate and Foreign 
Commerce Committee. 

Oleomargarine: A dozen bills 
were introduced in the House and 
two in the Senate to repeal the 
tax on oleomargarine and to amend 
the Federal Food, Drug and Cos- 
metic Act. 


Insurance 


Members of the last session of 
Congress spent a good deal of time 
on various proposals to increase 
and broaden some of the insurance 
benefits now paid by the federal 
government. The Eighty-first Con- 
gress is concerned with insurance 
too. 

Social security: Representative 
Russell Mack of Washington pro- 
posed that old age and survivors’ 


insurance pensions be increased 50 
per cent. He also proposed that 
federal social security laws be 
broadened to cover persons em- 
ployed by states, counties and 
cities and the self-employed. 

Federal employees: Senator 
Langer is urging that federal em- 
ployees be compelled to join Group 
Hospitalization, Inc., the Washing- 
ton, D. C., Blue Cross plan. He 
filed a resolution (S. Res. 16) to 
authorize a study of compulsory 
prepayment insurance as applied 
to federal workers. 

Senator Langer has said that all 
federal workers—90 per cent of 
whom do not work in Washington 
—should give 1 per cent of their 
salaries for medical protection. His 
plan would increase federal funds 
by about $10,000,000 a year. 


Bills to Come 

These bills are just a sample of 
health legislative proposals to 
come. President Truman told Con- 
gress that many more bills affect- 
ing the national health picture will 
be recommended. His budget mes- 
sage indicated expansion in gen- 
eral public health work, in federal 
participation in local health ac- 
tivities and in research. 

In the Public Health Service, the 
President proposed appropriations 
of $177,951,000 for the fiscal year 
1950, or an increase of 5.2 per cent 
over the total for fiscal 1949. In- 
cluded was an item of $15,000,000 
to cover administrative expenses 
for the launching of a program of 
medical care insurance, should 
Congress enact such a bill. 

The President recommended 
legislation to provide $75,000,000 
for the hospital construction grant- 
in-aid program. Since there is a 
$50,000,000 balance available from 
contract authorizations already ap- 
proved, there would be a total of, 
$125,000,000 available for con- 
struction in the next fiscal year. 

Bills will be introduced to ex- 
pand the work of the National 
Institutes of Health, if the Presi- 
dent’s recommendations are adopt- 
ed. For general public health work, 
the President asked for appropri- 
ations to double the general health 
grants to the states. He asked for 
legislation to kill the statutory lim- 
itation in the Public Health Service 
Act limiting amounts of such gen- 
eral health grants. 
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Purchasing, Engineering Institutes 


Programs have been announced 
for two Association-sponsored in- 
stitutes to be conducted in April. 
One of these is the Institute for 
Hospital Engineers, April 11-15 at 
Buck Hill Falls Inn, Buck Hill 
Falls, Pa. The other is the Institute 
on Hospital Purchasing, April 18- 
22 at the Wardman Park Hotel, 
Washington, D. C. 

Engineers: The Hospital Associa- 
tion of Pennsylvania is a co-spon- 
sor of this institute. The program 
is intended to give hospital engi- 
neers information on developments 
in plant operation and mainte- 
nance, to review basic data and 
provide a means for trading in- 
formation on practical shortcuts, 
and to provide a hospital back- 
ground for engineers who are new 
to the work. 

Talks and demonstrations will 
be given on a number of subjects. 
These include the engineer’s con- 
tribution to patient care, fire pro- 
tection, corrective and preventive 
maintenance, the engineer in the 
safety program and sanitation. 

Each applicant must be a per- 
sonal member of the American 
Hospital Association or must be 
employed by an institutional mem- 
ber. Application blanks and the 
$25 registration fee should be sent 
to the secretary, Council on Hos- 
pital Planning and Plant Opera- 
tion, American Hospital Associa- 
tion, 18 E. Division Street, Chicago 
10. 

Purchasing: The program for this 
institute is being planned for hos- 
pital purchasing agents, adminis- 
trators and other persons who 
assist with purchasing. Designed 
to interest representatives of vari- 
ous size hospitals, the program will 
include discussion of such topics 
as organization and operation of 
the purchasing and stores depart- 
ments, records and _ procedures, 
use of standards and specifications 
and testing. Purchase of canned 
goods, meats, textiles and equip- 
ment also will be discussed. 

Each applicant for the institute, 
which is co-sponsored by the 
Maryland-District of Columbia- 
Delaware Hospital Association, 
must be a personal member of the 
American Hospital Association or 
employed by an institutional mem- 
ber. Application blanks, with the 
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$25 institute fee, should be sent 
to the purchasing specialist, Amer- 
ican Hospital Association, 18 E. 
Division Street, Chicago 10. 


First Housekeeping Course 


A course in hospital housekeep- 
ing, the first of its kind, will be 
offered at Michigan State College, 
East Lansing, under the sponsor- 
ship of the American Hospital As- 
sociation and the college. The 
course will last eight weeks—from 
April 4 through May 27. 

Several basic purposes will be 


“served in the housekeeping course. 


They are: To add further to the 
abilities of persons already em- 
ployed in hospitals, to enable those 
just coming to hospitals as house- 
keepers to start with greater 
knowledge of the job, and to stimu- 
late other persons to select hospi- 
tal housekeeping as a career. 

Curriculum: Ten courses of study 
will be covered during the eight 
weeks, with lectures, discussion 
and quiz periods for theoretical 
study, and laboratory periods for 
practical application. The courses 
are: 

Philosophy of hospital care and 
institutional organization; person- 
nel management; job analysis; 
housekeeping supplies, equipment 
and procedure; linens, furnishings 
and decorations; bacteriology; fire 
prevention and safety; practical 





speaking; budgeting and record 
keeping; employee training and 
general cleaning. 

All student work will be graded 
and recorded as short-course credit 
at the college. A short-course cer- 
tificate in hospital housekeeping 
will be issued to each student who 
completes the course satisfactorily. 

Fees: The enrollment fee will be 
$32 for Michigan residents with an 
additional $50 for out-of-state stu- 
dents. Housing at a dormitory will 
be $48, including laundry and lin- 
en, and meals at the dormitory 
dining hall will cost $99.90. Each 
student will be entitled to care at 
the student health service for a 
minimum service charge, and will 
be issued an all-college activity 
book. 

According to present plans, the 
housekeeping course will be re- 
peated annually. 

Further information about the 
course may be obtained by writing 
to the purchasing _ specialist, 
American Hospital Association, 18 
E. Division Street, Chicago 10. 


Telling the Public 


A display, prepared by the Pub- 
lic Relations Committee of the 
Hospital Conference of Pittsburgh, 
now is making the rounds of the 
24 voluntary hospitals in Allegheny 
County. The display, through pic- 
tures and text, tells the story of 
the voluntary hospital. 

Among the information included 


ithe job 


AND DAY 


‘ONE OF THE 24 hospitals at which an exhibit telling the story of the voluntary hospital 
is being shown is Shadyside Hospital, Pittsburgh. At the exhibit were William E. Barron 
(left), hospital administrator, and Dr. M. A. Cambest, head of the anesthesia department. 


121 





in the display is the story of defi- 
cits among the hospitals of the 
county. The total cost of free serv- 
ice is listed at $2,877,748. Partial 
reimbursement through state aid 
reduced that deficit $1,057,871, 
leaving a balance of $1,819,927 for 
which the hospitals have received 
no payment. 

Another point of information for 
the public is a summary of the 
bed capacities, patients admitted 
and outpatient clinic visits. A num- 
ber of pictures show hospitals 
services to patients. 

The Hospital Council of Western 
Pennsylvania cooperated with the 
Pittsburgh conference in sponsor- 
ing the display, which was pre- 
pared originally for exhibit at the 
health progress show in Pittsburgh 
last October. 


Practical Training 


A course for practical nurse 

training will be conducted at Her- 
rick Memorial Hospital, Berkeley, 
Calif., beginning this month. The 
Berkeley public schools, adult 
division, and the hospital are co- 
operating in presentation ‘of the 
course, which has been approved 
by the Association of California 
Hospitals. 
. Four courses of 12 months each 
are expected to be offered. Each 
course will include instruction and 
training in bed care of the sick, 
practical nursing procedures and 
related subjects. Students who pass 
the required examinations and 
complete the course will receive a 
certificate of graduation from the 
hospital . 

A. E. Maffly is administrator of 
the hospital. 


Rural Training 


A concentrated project in rural 
home nursing was completed re- 
cently by the southeastern area of- 
fice of the American Red Cross. 
The program, which was planned 
cooperatively with state and coun- 
ty health departments, had four 
main purposes: The pooling of 
Red Cross area and chapter re- 
sources with local agencies; the 
planning of a short, concentrated 
program to point up the need for 
home nursing instruction; the 
training of local instructors, and 
assistance to the local Red Cross 
committee. 

Three instructor courses were 
conducted in the area and 20 nurses 
trained to teach. In spite of a polio- 
myelitis epidemic, classes got un- 
der way and were successful. 
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The 1949 Convention 


Preliminary arrangements have 
been approved and detailed plans 
now are being worked out for the 
Association’s fifty-first annual con- 
vention. The program, to be pre- 
sented September 26-29 at Cleve- 
land, will include general sessions, 
business meetings, panel discus- 
sions and the evening social events. 

On the Sunday preceding the 
formal opening of the Association 
convention, the American, College 
of Hospital Administrators will 
conduct its annual convocation, at 
which time new nominees, mem- 
bers and fellows are inducted into 


college membership. The Associa- ° 


tion’s House of Delegates also is 
scheduled to meet on Sunday, Sep- 
tember 25. With these and other 
special events being planned, it is 
suggested that persons planning to 
attend the convention arrange to 
be in Cleveland a day or so before 
the September 26 official opening. 

Housing: A large attendance is 
expected at this fifty-first conven- 
tion. For this reason, prospective 
registrants are urged to make 
hotel reservations promptly. 

Next month, application forms 
for hotel accommodations will be 
mailed to all members from Asso- 
ciation headquarters. These must 
be completed in duplicate and for- 
warded to the Cleveland Conven- 
tion and Visitors Bureau, 511 Ter- 
minal Tower, Cleveland 13. 

Because of the expected attend- 
ance, hotel reservations should be 
completed as soon as possible. As- 
sociation headquarters will be at 
the Statler Hotel. 

Special events: The fifty-first con- 
vention will be in session officially 
on Monday morning, September 
26, when a ceremony will be con- 
ducted opening the exhibits. Gen- 
eral meeting will be held and 
exhibits will be displayed at the 
Public Auditorium, Cleveland’s 
convention hall. 

The first evening special event 
will be an informal get-acquainted 
party on Monday evening. For the 
third successive year, this informal 
supper and entertainment are be- 
ing planned. 

Another evening event will be 
the annual banquet on Thursday, 
September 29. The final official 
convention activity, it will feature 
installation of President-elect John 


N. Hatfield. A guest speaker will 
address the banquet audience. 

Two meetings of the House of 
Delegates will be held. In addi- 
tion to the Sunday afternoon ses- 
sion, the House will convene on 
Wednesday evening. New officers 
for the 1949-50 year will be elected 
at this meeting. 

General program: Six general 
sessions will be held during the 
convention, two each on Tuesday 
and Thursday, one on Monday 
afternoon and another on Wednes- 
day afternoon. All of these sessions 
except one will include extended 
panel discussions such as were 
carried out. at morning meetings 
during the 1948 convention. 

Among the general subjects to 
be considered at the sessions are: 
Voluntary enterprise and the gov- 
ernment, hospital services desired 
by organized labor and by the 
public, and the federal government 
and hospitals; technical aspects of 
department functions and the or- 
ganizational structure of the hos- 
pital; compulsory health programs 
in Canada and Great Britain; qual- 
ity of hospital care and the or- 
ganization needed to maintain it; 
measuring the performance of the 
employed staff; financing and dis- 
tribution of services. 

Group meetings of the various 
groups within the Association are 
being scheduled for Wednesday 
morning. Trustees, women’s auxil- 
iaries and purchasing agents will 
conduct meetings then. Joint ses- 
sions, such as one between admin- 
istrators and medical record li- 
brarians, also will be scheduled 
for this time. 

Fifth day: Plans now are being 
completed for organized tours to 
hospitals and other particular 
points of special interest in the 
Cleveland area on Friday, Septem- 
ber 30. Persons who attend the 
convention may wish to plan on 
staying over another day to take 
advantage of these conducted tours. 

Committee: Program plans for 
the fifty-first convention are being 
developed by the Committee on 
“onvention Program Planning, 
which met first on December 9. 
Association President Joseph G. 
Norby is chairman: Members are: 
William P. Butler, third vice presi- 
dent; Dr. Edwin L. Crosby, first 
vice president; Mary C. Schabing- 
er, second vice president; Sister 
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Mary Reginald, R.N., chairman, 
Council on Administrative Prac- 
tice; Jacque B. Norman, chairman, 
Council on Hospital Planning and 
Plant Operation; Dr. Robin C. 
Buerki, chairman, Council on Pro- 
fessional Practice. é 


Legislature Survey 


_ The Association’s Washington 
Service Bureau, which acts as a 
clearing house for state hospital 
associations, recently distributed a 
summary of things to come in state 
legislatures. The survey was based 
on a detailed questionnaire. 

Though tabulations were incom- 
plete in January, the 45 state asso- 
ciations which had submitted re- 
ports revealed significant trends. 
Ten of the states which reported, 
for example, have proposed legis- 
lation or scheduled amendments 
for hospital licensing. Eleven are 
conducting studies of licensing for 
hospitals and 36 already have li- 
censing laws. 

Reports showed that all of the 
states have workmen’s compensa- 
tion laws, though 10 are conduct- 
ing studies and three have new 
legislation proposed for that pur- 
pose now. Five of the reporting 
states have proposed legislation for 
state aid to hospitals and four are 
studying the problem. Nineteen 
states have lien laws, two have 
proposed them and two are pro- 
posing amendments to lien laws. 

The survey also shows that at 
least 10° state associations have 
proposed indigent care laws; 11 are 


studying the problems of indigents. 
Twenty-six states reported they 
have practical nurse licensing laws, 
seven reported proposals for such 
laws and seven were conducting 
studies. Only one had an amend- 
ment on its agenda for nurse 
licensing. 

Though the list still is incom- 
plete, additional proposed legisla- 
tion of interest in various states 
includes: 

1. Aid for the training of doc- 
tors, nurses and other professional 
personnel — Alabama, Minnesota, 
Pennsylvania and Georgia. 

2. Reorganization of the state 
health department—West Virginia 
and Rhode Island. 

3. Exemption of nonprofit hos- 
pitals (sales tax)—North Carolina, 
Tennessee, Ohio, California and 
Mississippi. 

4. Revision of medical practice 
act—California and Georgia. 

California is planning to amend 
its Hospital District Act and to 
license hospital administrators. In- 
diana proposes to lower the age 
limit for registration of nurses 
from 21 to 20 years of age. Michi- 
gan is trying to eliminate hospitals 
from its “little Taft-Hartley Act.” 
Missouri is concerned about rela- 
tions with the Veterans Adminis- 
tration on hospitalizing veterans. 

Montana is planning social se- 
curity for hospital employees and 
a bill to oppose any action which 
might endanger Blue Cross plans. 
Georgia hopes to appropriate funds 
for research, nursing education 


CLEVELAND, the sixth largest city in the United States, will be host to the Association 
during its fifty-first annual convention. The convention will be held September 26-29. 
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and public relations, to amend its 
Commitment Law, to revise its 
Dental Practice Act and to amend 
its Enabling Act. 


New Life Members 


Last month, 23 persons were 
added to the Association’s roster of 
life members. There now are 275 
persons so designated. Personal 
members who have paid dues for 
25 years are eligible for the life 
membership classification, which 
exempts them from any further 
payment of dues. 

The new life members are: 

BuRGENER, Mrs. MyrtT Le, R.N. di- 
rector of nurses, Olney (Ill.) Sani- 
tarium. 

Cariss, Mrs. CARRINGTON C., Brant- 
ford, Ont. 

ErIcKson, E. I., superintendent, 
Augustana Hospital, Chicago. 

EUGENIA, SISTER M., superintendent, 
Mary Immaculate Hospital, Jamaica, 
Ney. 

GLIDDEN, Epson W., M.D., superin- 
tendent, Worcester (Mass.) County 
Sanatorium. 

Go.us, J. J., M.D., director, Hos- 
pital for Joint Diseases, New York 
City. 

Harris, Miss Homer C., San An- 
tonio. 

HorFrMaNn, NELLYE PEARL, R.N., sur- 
gical supervisor, Prince George’s 
General Hospital, Cheverly, Md. 

KouHLHASS, WEBSTER S., superin- 
tendent, Harrisburg (Pa.) . Hospital. 

LARRABEE, M. Guapys, R.N., super- 
intendent, Claremont (N. H.) Gen- 
eral Hospital. 

‘LAURENTINE, SISTER M., assistant 
superintendent, St. Francis Hospital, 
Pittsburgh. 

LEUPOLD, FRANCIS C., superintend- 
ent, Jamaica (N. Y.) Hospital. 

LEwIs, LUTHER H., architect, Crow, 
Lewis & Wick, New York City. 

MANNIX, JOHN R., director, Cleve- 
land Hospital Service Association. 

Marsh, ELIZABETH W., R.N., Nashua, 
N. H. 

McGrecor, ELIZABETH, superintend- 
ent, Gillette State Hospital, St. Paul, 
Minn. 

Moore, Mrs. A.ticE G., Lakewood, 
Ohio. 

Nivison, HELEN T., administrator, 
Griffin Hospital, Derby, Conn. 

PHELPS, GRACE, R.N. Indianapolis, 
Ind. 

SMELZER, DONALD C., M.D., execu- 
tive director, Hospital Planning Agen- 
cy, Philadelphia. 

SouTHMAYD, HENrRy J., director, Di- 
vision of Rural Hospitals, The Com- 
monwealth Fund, New York City. 

WHITCHER, Scott, director, St. 
Luke’s Hospital, New Bedford, Mass. 

Younc, Georce E., M.D., Skow- 
hegan, Maine. 
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A Brake on Hospital Expansion 


After three years of study and 
experience, the Veterans Adminis- 
tration last month decided to cut 
down its hospital expansion pro- 
gram. In a bulletin issued by Carl 
R. Gray Jr. administrator of veter- 
ans affairs, specific cutbacks were 
outlined and policies were set down 
on the presently authorized con- 
struction allotments. 


President Truman was responsi- 
ble for early action. In his budget 
message to Congress, he ordered 
a reduction of 16,000 beds in ad- 
ministration hospitals, including 
temporary and emergency beds. 
Almost at once orders for 24 new 
veterans’ hospitals were cancelled 
and 14 existing hospitals were or- 
dered reduced in size. When the 
cutbacks were authorized, there 
were 31 new hospitals in various 
stages of construction. 


Many reasons supported the cut- 
backs. There is a definite shortage 
of medical personnel. Temporary 
hospitals taken over from the 
armed forces at the end of the war 
have lasted beyond expectation. 
There are more than enough beds 
in existence to handle a maximum 
load of 51,000 service disability 
cases. 

At present, the administration 
has 110,433 beds in its hospitals. 
Because of the lack of doctors, 
nurses, technicians and other per- 
sonnel, it operates only 103,533 
beds for about 93,000 patients. 


Cancelled: Elimination of the 
proposed new beds will result in a 
savings of $280,000,000. Projects 
scheduled to be eliminated under 
the terms of President Truman’s 
orders are: 


Location Type Beds 
New York Rehab’tion 1,000 
Harrisburg, Pa. Gen. medical 200 
Charlotte, N.C. Gen. medical 500 
Salisbury, N.C. Neuro- 
psychiatric 921 
Americus, Ga. Tuberculosis 250 
Chattanooga, Tenn. Gen. medical 500 
Gainesville, Fla. Neuro- - 
psychiatric 1,000 
Gen. medical 200 
Neuro- 
psychiatric 1,000 
Tallahassee, Fla. Gen. medical 100 
Thomasville, Ga. Gen. medical 100 
Grand Rapids, Mich.Gen. medical 200 
Toledo, Ohio Neuro- 
psychiatric 1,000 


Greenville, S.C. 
Memphis, Tenn. 
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Gen. medical 250 
Gen. medical 200 
Neuro- 

psychiatric 750 
Neuro- 

psychiatric 500 
Neuro- 

psychiatric 1,000 
Mound Bayou, Miss. Gen. medical 200 
Tupelo, Miss. Gen. medical 200 
Klamath Falls, Ore. Gen. medical 200 
San Diego, Calif. Gen. medical 200 
Detroit Tuberculosis 500 


Alterations: Projects to be altered 
in size from the present plans are: 
Beds 
Location Type From To 
Syracuse, N.Y. Gen. Med. 1,000 500 
Philadelphia Gen. Med. 1,000 500 
Pittsburgh Gen. Med. 1,200 750 
Pittsburgh Neuropsy- 
chiatric 


Decatur, Ill. 
Duluth, Minn. 
Norman, Okla. 


El Paso, Texas 


Houston 


1,250 1,000 
Washingtcn, 
2. o. 
Atlanta 
Cincinnati 
Cleveland 
Cleveland 


Gen. Med. 750 500 
Gen. Med. 750 500 
Gen. Med. 750 500 
Gen. Med. 1,000 500 
Neuropsy- 

chiatric 1,250 1,000 
Gen. Med. 750 500 
Gen. Med. 1,000 500 
Gen Med. & 745 500 
tuberculosis to 

all tuberculosis 
Oklahoma City Gen. Med. 1,000 

St. Louis Gen. Med. 1,000 


Louisville 
Chicago 
Kansas City 


Houston Transfer 


At Houston, the administration 
acquired a 1,000-bed naval hos- 
pital just before cancelling plans 
for building a 1,000-bed neuro- 
psychiatric hospital in the same 
city. Transfer of the naval hospital 
will result in a savings of $21,000,- 
000 in construction costs. It also 
will avoid operation of two large 
neuropsychiatric hospitals  side- 
by-side in the same community. 

The Houston hospital has been 
used by the administration on a 
contract basis since its completion 
in 1946. About 330 of the 530 pa- 
tients in the hospital are veterans. 
The hospital has a capacity of 500 
beds in permanent structures and 
500 beds in substantial semiperma- 
nent buildings. 

Indianapolis: Sealed bids were ac- 
cepted late in 1948 for construction 
of a 500-bed general medical and 
surgical hospital at Indianapolis, 
Ind. Buildings will include the 
manager’s quarters, an apartment 
building for some of the staff mem- 


bers, nurses’ quarters, attendants’ 
quarters and a station garage. 
Nashville: Atomic medicine was 
given a boost when the administra- 
tion authorized establishment of a 
radioisotope unit at the Veterans 
Hospital, Nashville, Tenn. 


Outpatient Service 


Nearly 2,000,000 veterans re- 
ceived outpatient treatment from 
the administration during the fiscal 
year ending June 1948. The treat- 
ments were given by regional of- 
fices, hospitals and clinics and by 
private physicians cooperating with 
the home town care program for 
veterans with service disabilities. 

Treatments averaged three a 
veteran, or a total of 5,233,680. In- 
dividuals treated numbered 1,937,- 
842. Private physicians treated 
761,185 veterans or about 40 per 
cent of the total. The physicians 
were paid $11,437,870 for 2,735,450 
treatments, an average of $4.18 a 
treatment or $15.03 for each veter- 
an receiving medical care. 

Veterans Administration staff 
doctors treated 1,176,657 veterans 
and provided a total of 2,498,230 
treatments during the year. 


Course for Managers 


An institute to train newly-ap- 
pointed hospital managers is being 
set up by the Veterans Adminis- 
tration. The institute will run for 
four weeks and participants: will 
receive instruction in the policies 
and procedures of administration 
hospital management. 

Discussions will cover such 
topics as law, medicine, hospital 
maintenance, public relations, pub- 
lic speaking, hospital planning, and 
personnel management. Lectures 
by authorities in these fields will 
be followed by workshop round 
tables and discussions. 

About 20 persons are expected to 
attend sessions at the administra- 
tion’s central office in Washington. 
Of these, 15 will be new hospital 
managers and the remaining five 
will be experienced managers who 
will serve as instructors. 

After completing the course, the 
students will be assigned for one 
month’s duty at the hospitals of 
the five instructors. At the end of 
the month, they will return to their 
respective hospitals. 


HOSPITALS 











m 


PREPAID CARE 


a 





Compulsory Insurance Alternative 


As talk of national compulsory 
health insurance spread across the 
nation, the Pennsylvania State 
Medical Society came up with an 
alternative plan. This plan was 
drawn up by Dr. Gilson: Colby 
Engle, the society’s president, at 
the request of a group of senators 
headed by Senator Morse of Ore- 
gon. 

Dr. Engle’s program would have 
the government pay for the mem- 
bership of the medically indigent 
in voluntary hospital and medical 
insurance plans. He estimated it 
would cost the nation approximate- 
ly one billion dollars a year. 

He also recommended that the 
government subsidize the educa- 
tion of medical students and un- 
derwrite the cost and training of 
all nurses. Dr. Engle was certain 
his proposals would cost less than 
President Truman’s plan and that 
they would not upset the medical 
framework of American medicine. 

In his report to the press, Dr. 
Engle proposed that: 

1. A survey be made for estab- 
lishment of diagnostic clinics and 
small 50-bed hospitals in areas at 
some distance from large hospitals. 

2. Support be given to estab- 
lished research groups in universi- 
ties and: medical schools. 

3. The cabinet post of secretary 
of health be created to direct fed- 
eral health activities. 

4. Army and Navy medical 
corps, Public Health Service and 
Veterans Administration doctors be 
consolidated into a unified Medi- 
cal Corps of the United States. 

5. Preventive public health ed- 
ucation programs be promoted. 

6. Mental hygiene clinics and a 
preventive mental health program 
be set up. 

7. Partisan politics be removed 
from appointments to public health 
posts. 


National Coverage 


The number of persons covered 
by group insurance policies and 
under Blue Cross plans have in- 
creased 241 per cent since the end 
of 1941. Since the end of 1945, Blue 
Cross membership has increased 
56 per cent. These figures were re- 
ported in a survey completed re- 
cently by a committee made up of 
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representatives from several lead- 
ing insurance and trade associa- 
tions. 

According to. the Blue Cross 
Commission, about 31,000,000 per- 
sons have Blue Cross contracts 
now. Another 21,000,000 carry 
hospital protection issued by in- 
surance companies and fraternal 
societies. Voluntary medical care 
plans have about 9,000,000 sub- 
scribers, according to this recent 
survey. 

About 26,000,000 persons—more 
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ADMISSION-STAY 


For the second time since June, the 
average inpatient admission rate for 
Blue Cross plan patients increased 
over the average reported for the 
previous month. The November rate 
was 120 per thousand, a 7.5 per cent 
increase over the October figure of 
111 per thousand. The other increase 
was recorded for September. 

The average length of stay for Blue 
Cross plan patients in October was 
7.46 days, slightly longer than the 
September average of 7.41 days. This 
is .22 days less than the average for 
October 1947, which was 7.68 days. 

These figures are prepared by the 
Statistical research division of the 
Blue Cross Commission, from reports 
filed by the individual plans. 





than one-third of the total popula- 
tion of the United States—are cov- 
ered by some form of voluntary 
health and accident. insurance. 
More than half the employed civil- 
ians in the United States (31,- 
000,000) are insured against loss 
of income due to disability. 

The survey was prepared by the 
American Life Convention, Ameri- 
can Mutual Alliance, Association of 
Casualty and Surety Companies, 
Bureau of Accident and Health 
Underwriters, Health and Accident 
Underwriters Conference, Life In- 
surance Association of America, 
Life Insurance Conference and Na- 
tional Fraternal Congress of 
America. 


Moving Day 

Blue Cross Commission head- 
quarters, which have been in the 
American Hospital Association 
building since the commission was 
established, will move to a new lo- 
cation. As'of February 4, the com- 
mission will be at 425 N. Michigan 
Avenue, Chicago. 

The Blue Shield Commission and 
the Chicago Blue Cross and Blue 
Shield plans will be under the 
same roof as the Blue Cross Com- 
mission after the move is made. 
This arrangement is expected to 
result in greater efficiency in the 
cooperative projects of the two 
commissions, which share a joint 
actuarial officer and a joint chief 
administrative officer. 


New Actuary 


W. Rulon Williamson has been 
appointed consulting actuary to the 
Blue Cross and Blue Shield com- 
missions, effective January 1. Af- 
ter the two commissions move into 
joint headquarters this month, Mr. 
Williamson will direct the activi- 
ties of their statistical divisions. 
Twenty per cent of his time will be 
spent at the new commission offices 
and he will be available for con- 
sultant service for the balance of 
the time. 

An actuary of the Social Security 
Board for 10 years, Mr. William- 
son at present is an independent 
consulting actuary in Washington, 
D. C. He was connected with an 
insurance company for 25 years, 20 
of which were spent as assistant 
actuary in the department handl- 
ing life insurance. 
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Methodist Hospital Convention 


Eight persons will be named to 
the Methodist Hall of Fame and 
Philanthropy when the National 
Association of Methodist Hospitals 
and Homes conducts its annual 
convention at Chicago, February 
16 and 17. Honors will go to those 
who have made outstanding con- 
tributions. to Methodist hospitals, 
homes for the aged or children’s 
homes. 

The program will feature as 
speakers, William L. Mitchell, 
deputy commissioner of the Fed- 
eral Security Agency, Washington, 
D.C., and Graham L. Davis, di- 
rector, Division of Hospitals, Kel- 
logg Foundation, Battle Creek, 
Mich. 

Rev. O. J. Carder, superintend- 
ent of the Missouri Methodist Hos- 
pital, St. Joseph, Mo., and presi- 
dent-elect of the association, will 
preside at the business sessions. 
Five hundred delegates will attend. 


Massachusetts Secretary 


The Massachusetts Hospital As- 
sociation has joined the growing 
list of state groups to have a full- 
time executive secretary. On Janu- 
ary 17, Theodore W. Fabisak took 
over this position. 

A former assistant director-busi- 
ness agent for the state department 
of public health, Mr. Fabisak has 
been assisting the hospitals in 
Massachusetts in their efforts to 
get adequate reimbursement for 
public welfare, public health and 
industrial accident patients. 

He is a graduate of the Bentley 
School of Accounting and Finance, 
Boston, and has attended Indiana 
University, Northwestern Univer- 
sity and the Harvard School of 
Public Health. 


Rhode Island 


Officers for this year were 
elected by the Hospital Association 
of Rhode Island at a meeting in 
December. Named were: 


President, William Sleight, as- 
sistant administrator of Roger 
Williams General Hospital, Provi- 
dence; vice president, Dr. Hilary 
J. Connor, superintendent of 
Charles V. Chapin Hospital, Provi- 
dence; secretary, Arthur A. Almon 
Jr., personnel officer at Butler 
Hospital, Providence, and treas- 
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urer, Nicholas E. Jansen, business 
manager at the State Hospital for 
Mental Diseases, Howard. 


Accountants’ President 


Charles F. Mehler, comptroller 
of Hamot Hospital, Erie, Pa., re- 
cently was elected president of the 

American Asso- 
ciation of Hos- 
pital Account- 
ants. Mr. Meh- 
ler, who has 
been comptrol- 
ler at Hamot 
Hospital since 
1944, is a mem- 
ber of the Com- 
mittee for Ac- 
counting and 
Statistics of the 
Hospital Association of Pennsyl- 
vania. 

He has been a director of the 
middle Atlantic states section of 
the American Association of Hos- 
pital Accountants and is a past 
president of the Northwest Penn- 
sylvania District Hospital Account- 
ants. He was a faculty member at 
the American Hospital Association 
Institute on Accounting at Cni- 
cago. 


Arkansas 


J. S. Hancock, superintendent of 
Mack Wilson Hospital, Monticello, 
was elected vice president of the 
Arkansas Hospital Association at 
a meeting last month. He replaced 
Mrs. Della Walters, R.N., superin- 
tendent of City Hospital, Conway, 
who resigned. 


Honors for Members 


Three persons were honored at 
the annual meeting of the Missouri 
Hospital Association recently. Two 
of them were awarded honorary 
life memberships in the state asso- 
ciation and one was an honored 
guest at the meeting. 

Ray McCarthy, formerly con- 
nected with the St. Louis Blue 
Cross plan, was presented with a 
plaque in addition to his life mem- 
bership certificate. His award was 
based on his long years of service 
to the state association. Mrs. Jose- 
phine Yates Tisell, former superin- 
tendent of Freeman Hospital, Jop- 
lin, received the other membership 


for service in southwest Missouri. 
The honor guest was Mrs. Lloyd 
Markt, Oregon, who _ interested 
about 96 girls in nursing careers in 
the past year. Mrs. Markt is chair- 
man of the Holt County Home and 
Community Committee. 


Hawaii 


Carl I. Flath, administrator of 
Queen’s Hospital, Honolulu, was 
installed as president of the Hospi- 
tal Association of Hawaii during 
the annual meeting in December. 
Newly elected officers are: 

President-elect, Dr. Edmund 
Tompkins, general superintendent 
of Kula Sanatorium, Maui; first 
vice president, Kent Longnecker, 
administrator of Kapiolani Mater- 
nity and Gynecological Hospital, 
Honolulu; second vice president, 
Elizabeth H. Middleton, R.N., su- 
perintendent of G. N. Wilcox Me- 
morial Hospital, Kauai; third vice 
president, John L. Moriarty, ad- 
ministrator of Kauikeolani Chil- 
dren’s Hospital, Honolulu; secre- 
tary (re-elected), J. Harry 
Mattson, assistant director of Leahi 
Hospital; treasurer, C. J. Georgette, 
administrative assistant at Queen’s 
Hospital, Honolulu. 


Health Officers . 


The forty-fifth annual confer- 
ence of health officers and public 
health nurses of New York State 
will be conducted June 20-23 at 
Lake Placid. The State Department 
of Health and the State Health 
Officers Association will partici- 
pate in the conference. 

In conjunction with the confer- 
ence, the New York Association 
of School Physicians will have an 
annual meeting which is scheduled 
for the opening day of the confer- 
ence. Dr. Herman E. Hilleboe is 
state health commissioner. 


Mississippi 
Officers for 1948-49 were elected 
during a recent meeting of the 


Mississippi Hospital Association. 


Named were: 

President, John W. Gill, business 
manager of Mercy Hospital, Vicks- 
burg; president-elect, R. M. Castle, 
superintendent of Rush Memorial 
Hospital, Meridian; secretary- 
treasurer, Velma Stewart, super- 
intendent of North Mississippi 
Hospital, Tupelo. 
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Recommendations for Reorganization 


After months of study, the Hoo- 
ver Commission on Reorganization 
of the Executive Branch of the 
Government is ready to present its 
recommendations to Congress. In 
the medical field, the commission 
is expected to draw heavily on the 
preliminary report of its task force 
on federal medical services. 

This report, which included 
broad recommendations to cut 
down federal spending in the 
health field, was issued in Decem- 
ber. It included several major rec- 
ommendations: 

First, the task force suggested 
that two major medical service 
systems are needed—military and 
non-military. For the non-military 
system, the task force recommend- 
ed establishment of a national bu- 
reau of health within a cabinet de- 
partment of health, education and 
security. 

This bureau would be headed by 
a professional career director gen- 
eral who would report directly to 
the department secretary. The bu- 
reau would have three main divi- 
sions—medical care, public health, 
and research and training. 

All the medical functions of the 
Veterans Administration would be 
transferred to the medical care 
division, as would Public Health 
Service hospitals and St. Eliza- 


beth’s 
Be, 

Other recommendations:-The task 
force further recommended: 

1. Federal patients should be 
placed in nonfederal hospitals on 
a reimbursable basis rather than to 
enlarge the federal hospital sys- 
tem. 

2. The term “beneficiaries” 
should be more clearly defined in 
planning of all future medical 
services. 

3. The same medical care policies 
should be applied to dependents of 
men in all three armed services. 

4. A decision must be made 
whether medical service should be 
given to all veterans, irrespective 
of financial need, or to those with 
nonservice disabilities only if they 
are in need. If the latter is decided 
upon, the task force recommended 
introduction of a voluntary health 
insurance plan for veterans which 
would include professional care. 

5. Maternal aid and crippled 
children’s programs, now adminis- 
tered by the Children’s Bureau, 
should be transferred to the health 
bureau within three years. 

6. Some 8,500 former ASTP and 
V-12 students who never have had 
military service should be called to 
avert the need for a doctor draft. 

7. Medical personnel require- 


Hospital in Washington, 





ONE SECTION of the Hoover commission is the task force on federal medical service. At 
a section meeting recently were (left, seated) Rear Adm. Joel T. Boone, Ray Lyman Wilbur, 
Chairman Tracy S. Voorhees, Dr. William C. Menninger, Henry P. Isham, Charles F. Rowley; 
(standing, left) Goldthwaite H. Dorr, Alfred N. Richards, Ph.D., Dr. Michael E. DeBakey, 
Dr. Hugh J. Morgan, Dr. Hugh R. Leavell, Howard M. Kline, Ph.D., Dr. Allen O. Whipple, Dr. 
O. H. Perry Pepper. Other task force members, not pictured, are Dr. Edward D. Churchill, 
Dr. Frank R. Bradley, Dr. Robin C. Buerki and Dr. Paul R. Hawley (Harris & Ewing photo.) 
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ments of the armed forces should 
be investigated before any doctor 
draft legislation is considered. 

Cost analysis: Specifically, the task 
force report said the present fed- 
eral medical program has no 
central plan. It found the program 
costly, ‘duplicative and without 
direction. The government was ac- 
cused of not fully understanding 
the need for professional manpow- 
er in the medical field. 

In the report, the task force said 
that federal agencies spent about 
1.25 billion dollars for health and 
medical services in 1948. In 1949 
the Veterans Administration alone 
is slated to spend as much as all 
the federal agencies did in 1948, 
and one-half of this will be for 
construction of new hospitals. 

Veterans’ hospitals were studded 
carefully. According to the task 
force, a construction program cost- 
ing 1.1 billion dollars is planned 
for the administration, with costs 
per bed ranging from $20,000 to 
$51,000, depending on the size and 
location of each hospital. 

Area studies: Area studies con- 
ducted by the task force showed 
that four Army and Air Force 
hospitals could be closed in New 
York City. In the San Francisco 
area there are 13 federal hospitals 
with a capacity of 9,900 beds. Cur- 
rently these hospitals have only 
4,200 patients to fill them. 

In Honolulu, the Army has just 
completed a $37,000,000 hospital, 
though a nearby Navy hospital 
is adequate for all military needs 
in that area. 

For emphasis: The task force em- 
phasized the following: 

1. Patients stay in government 
hospitals two or three times as long 
as in voluntary hospitals — even 
with the same diagnosis. 

2. About 900,000 dependents of 
Army and Air Force men get free 
medical care on the strength of a 
60-year old appropriations act. 

3. The Veterans Administration 
program conflicts with the gov- 
ernment’s policy under the Hill- 
Burton Act with a resulting dupli- 
cation of facilities and shortages of 
trained personnel. 

4. The average total cost per 
hospital bed for private hospitals 
is about $16,000. In federal hos- 
pitals it is between $20,000 and 
$30,000. 

Administration: For the national 
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hospital structure, the task force 
suggested that: 

Federal hospitals be grouped in- 
to regions, each with a general hos- 
pital as its teachings and consulta- 
tive center and each under a re- 
gional director reporting directly 
to the director of the medical care 
division. 

The pattern of organization for 
federal hospitals be vertical with 
full authority in the director of the 
medical care division, under him in 
the regional director and under 
him, in turn, complete manage- 
ment responsibility in each hospi- 
tal director. 

Positions in the federal hospital 
system be filled by persons with 
executive ability and experience, 
recruited and selected by the na- 
tional bureau of health. No new 
commissions should be issued by 
the Public Health Service. If pos- 
sible, administrators’ qualifications 
should begin with a medical edu- 
cation. 

Related suggestions: The task 
force also recommended that fed- 
eral grants-in-aid for public health 
be made on a more general basis. 
It suggested that plans be made for 
integration of federal and nonfed- 
eral hospitals. Finally, suggestions 
were made for emergency plan- 
ning, research, training, personnel 
policies, medical supply and dis- 
ease control. 

About the report, ex-President 
Herbert Hoover, commission direc- 
tor, said, “The task force report is 
predicated on the assumption that 
a cabinet post of health, education 
and welfare will be created to take 
over the functions of the Federal 
Security Agency.’”’ He emphasized 
that the recommendations “do not 
necessarily” represent the final 
conclusions of the parent commis- 
sion. 


Community Campaigns 


The Army has moved to speed 
up its recruiting of doctors, den- 
tists and nurses. Professional man- 
power committees of civilians have 
been set up throughout the coun- 
try to do the job. 

In communities outstanding phy- 
Sicians, surgeons, dentists and other 
specialists have been asked to serve 
on the committees, and local units 
of professional organizations have 
been asked to cooperate. It is 
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hoped their combined efforts will 
ease the shortage of Army medical 
personnel. 

A new national advertising and 
publicity campaign is being 
launched to focus public attention 
on the community campaigns and 
on the work of medical depart- 
ments in the services. 


Army Consultants 


The Army has decided to con- 
tinue its civilian consultants pro- 
gram during 1949. This program 
consists of sending teams of civil- 
ian medical and surgical specialists 
each month to Army and Navy 
hospitals in Europe, the Far East 
and the Panama Canal Zone. Three 
teams debarked last month. 

Each consultant must have out- 
standing abilities as a teacher, be 
certified by the American board in 
his field and, preferably, have had 
military service as a medical of- 
ficer. These qualifications are nec- 
essary because the teams advise 
younger physicians abroad and 
offer. administrative recommenda- 
tions to the surgeon general on 
their return. 


Influenza Study 


To prevent a national influenza 
epidemic as serious as the one of 
1918, the Public Health Service 
has drafted an international pro- 
gram. 

The program is part of a plan 
set up by the World Health Or- 
ganization last year to study in- 





DEATHS BY CAUSE 


Of the total 1,445,370 deaths 
recorded in the United States in 
1947, heart diseases caused 460,- 
580 or 31.9 per cent. This rep- 
resents an increase of 31,350 
over the number of deaths from 
heart disease in 1946, according 
to the National Office of Vital 
Statistics. Deaths from other 
chronic diseases also increased 
between 1946 and 1947. 

Mortality from the major in- 
fectious diseases set new record 
lows in 1947. The number of 
deaths from pneumonia and in- 
fluenza decreased from 62,325 
in 1946 to 61,836 in 1947, and 
deaths from tuberculosis de- 
creased from 50,911 to 48,064 
in this period. 











fluenza and to aid physicians and 
health officials in controlling the 
disease. It has two specific objec- 
tives: (1) To identify new strains 
of influenza virus as they appear, 
and (2) to evaluate their useful- 
ness for incorporation of influenza 
vaccine. 

In the United States, each com- 
munity will be responsible for re- 
porting outbreaks of the disease to 
a designated influenza information 
center. The center, in turn, will 
alert diagnostic laboratories in the 
region, asking for serological tests 
on patients to determine the pres- 
ence of antibody against the influ- 
enza virus. Certain laboratories 
also will be asked to assign to the 
affected community a team of in- 
vestigators experienced in isolat- 
ing the virus. 

The investigators will send all 
new strains of virus to the strain 
study center of the Influenza Com- 
mission at Brooklyn for a complete 
antigenic analysis. 

Almost 60 diagnostic’ labora- 
tories in the nation have pledged 
their support to the new public 
health program. 


Statistical Report Series 


The first of a series of current 
reports on mental hygiene statis- 
tics has been published by the Di- 
vision of Mental Hygiene, Public 
Health Service. The series is in- 
tended to make available the re- 
sults of the annual survey of pa- 
tients in mental institutions before 
publication of a consolidated final 
report. 

The report includes statistics on 
normal capacity, percentage of 
overcrowding, fulltime administra- 
tive staffs and expenditures for the 
maintenance of state hospitals for 
mental disease in 1946. 


Army Medical Aid Curb 


The Army and Air Force have 
ordered families of their person- 
nel to stop calling on military doc- 
tors for minor ailments. 

The services said the new in- 
structions were made necessary by 
the shortage of medical personnel 
“soon to become critical.” 

A circular was sent to all com- 
manders in the United States urg- 
ing them to discourage abuse of 
free medical service by dependents 
of men in the armed forces. 


HOSPITALS 




















-- IN GENERAL :- - 





Muskegon (Mich.) County and 
Hackley Hospital, in the city of 
Muskegon, for some time have co- 
operated in the care of emergency 
patients. The county has no public 
facilities for indigent care and no 
system for reimbursing the hospi- 
tal for services to emergency in- 
digents. 

With hospital costs mounting, the 
Hackley administration found defi- 
cits rising. The board of trustees 
did not want to charge paying pa- 
tients higher rates to make up the 
indigent emergency care loss. The 
hospital asked the county to take 
over uncollected accounts of emer- 
gency patients who could. but did 
not pay. County officials took the 
stand that while government might 
become responsible for one type of 
indigent patient, it should not be 
liable for uncollected emergency 
accounts. 

Action: The hospital took its 
problem to the community. A board 
statement was published, saying 
that the alternative to county re- 
sponsibility might be the end of 
Hackley’s service as a receiving 
hospital. Other articles on hospital 
costs, services and responsibilities 
were printed. 

A number of meetings were at: 
tended by representatives of the 
hospital and the county super- 
visor’s office, and°a plan was 
worked out. 

The county has set aside $10,000 
for reimbursement to the hospital 
for emergency patient who can but 
do not pay their bills. 

The approved procedure will 
work like this: When the hospital 
has been unsuccessful in every col- 
lection effort short of legal action 
or the sale of the account, the coun- 
ty will take over. Through the 
prosecuting attorney’s office, a let- 
ter will be sent explaining why 
the collection has been referred. 
Five days will be allowed for set- 
tlement. If the bill is unpaid at the 
end of this period, the prosecuting 
attorney will notify the county 
health committee. The account then 
becomes the responsibility of the 
county for payment. Steps will be 
taken by the county to collect if 
the debtor is collectible. 

Result: According to a report of 
the experiment published in the 
December issue of the Michigan 
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Muskegon Collection Experiment 


Hospital Association Bulletin, three 
main points have been recognized 
by acceptance of the arrangement. 
These are: (1) The principle that 
the hospital can give the county 
emergency service for less cost than 
if the county were to build and 
maintain its own facilities, (2) care 
in nonprofit hospitals is superior 
to that provided by government, 
and (3) for the best service, a 
community should support the hos- 
pital, at least in assisting the hos- 
pital to make partial collections. 


Crippled Child Care 


Aid for physically handicapped 
children in New York has been in- 
creased from $750,000 to $900,000 
a year. This raises the maximum 
rate for care of children in general 
hospitals from $6.25 to $8.50. The 
state will pay half of this; in New 
York City, the city will pay the 
other half. Elsewhere in the state, 
counties will pay the remaining 
half. 

In addition to paying half of the 


daily hospital rate for basic board, 
room and routing services, the 
state contributes toward the cost 
of special services such as surgery, 
x-rays and laboratory tests. New 
York health authorities estimate 
6,500 handicapped children will be 
cared for in the coming year. 


Services for a Year 


The Health Insurance Plan of 
Greater New York —a voluntary 
nonprofit organization — reported 
an enrollment of 131,000 persons 
on January 1. Total enrollment was 
expected to exceed 145,000 during 
the month of February. 

Last year, the medical groups 
affiliated with the plan provided 
approximately half a million phy- 
sicians’ services, of which 9,300 
were surgical. Of all physicians’ 
services, one-third were provided 
by specialists, about 13 per cent 
were house calls and almost 6 per 
cent were preventive in character. 

The total outlay for medical 
services in 1948 was $2,300,000. 
Membership in the plan is open to 








CHRISTMAS CHECK FOR HEALTH 


A $1,000 Christmas check was pre- 
sented to the California Hospital, Los 
Angeles, in December as the first in- 
stallment on the hospital’s miniature 
chest x-ray equipment. The money 
came from the Dr. Albert Soiland 
Post of the American Legion. Ingrid 
Bergman of the movies, representing 
the National Tuberculosis Associa- 
tion, gave the check to Ritz E. Heer- 
man (see right, above), hospital 


superintendent. L. P. Corbett, com- 
mander of the post, which was named 
for a former hospital trustee, also at- 
tended the ceremony. According to 
Mr. Heerman, the hospital will con- 
tinue to cooperate with the American 
Legion and the tuberculosis associa- 
tion, especially in the effort to help 
establish new mobile clinics. The 
legion post has pledged $10,000 to the 
California Hospital. 













employee groups of ten or more, 
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Appointments 


Dr. Edward M. Bernecker, who 


retired February 1 as commission- 
er of hospitals for New York City, 
has been appointed administrator 
of hospital services for the New 
York University-Bellevue Medical 
Center. In his new position he will 
be responsible for the administra- 


osgessaitat 


DR. BERNECKER DR. KOGEL 
tion of University Hospital, the In- 
stitute of Rehabilitation and the 
university clinics. He will coordi- 
nate the clinical programs for 
teaching in hospitals associated 
with the medical center. 

Dr. Marcus D. Kogel, formerly 
general medical superintendent for 
the New York City department of 
hospitals, replaced Dr. Bernecker 
as commissioner. He already is 
conducting a plan proposed by Dr. 
Bernecker for improving the ad- 
ministration procedure of the de- 
partment. 

Both Dr. Bernecker and Dr. Ko- 
gel are personal members of the 
American Hospital Association. 


New York City Deficits 


New York City voluntary hos- 
pitals are not reimbursed adequate- 
ly for city-charge patients, accord- 
ing to a report published by the 
United Hospital Fund recently. In 
the fund’s annual report, the city’s 
rate of payment was called con- 
siderably below cost. Hospitals are 
losing $5.50 per ward patient each 
day, with the cost of care at $13 
and the city’s payment set at $7.50. 

Roy E. Larson, fund president, 
said that while the city is not ex- 
pected to pay all costs, a greater 
percentage is needed. New York 
City does not contribute toward 
outpatient costs, Mr. Larson said. 
He suggested that in addition to a 
city payment increase, voluntary 
hospitals should develop a coor- 
dinated plan for public contribu- 
tions. 
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Adequate Facilities 


As 1949 began, the Federal 
Works Agency estimated the cost 
of needed public works in the 
United States at 100 billion dol- 
lars. Of this, 8.5 billion dollars are 
needed for hospital facilities alone. 
This figure did not include federal 
hospitals. 

It was clear that the road ahead 
would be long and expensive in 
spite of. such programs as Hill- 
Burton, but that decided progress 
had been made. A year earlier 
there were 54 applications for hos- 
pital construction in the surgeon 
general’s office. Two of these had 
been approved fully. 

By December 31, 1948, a total of 
643 initial project applications had 
cleared the surgeon general’s desk 
and the estimated total cost of the 
projects amounted to more than 
$366,000,000. The federal share of 
this expense was nearly $107,000,- 
000. 

Could more have been expected? 
It hardly would have been possible 
in a year of rising construction 


costs and at a time when a short- 


age of personnel clouded the hos- 
pital picture. — states never 
before had taken a close inventory 
of rural hospital needs. Time was 
needed for state legislatures to ap- 
prove funds for the construction of 
hospitals, to discuss possible dupli- 
cation of facilities and to see that 
they were meeting requirements 
under the Hill-Burton Act. 
Administration for Hill-Burton 
moved ahead quickly. Plans were 
drafted, cost studies were con- 





NEW YEAR'S GIFT 


As a New Year’s gift to 1,285 
members of Local 27 and their 
family dependents, the Inter- 
national Brotherhood of Team- 
sters, A.F.L., provided Blue 
Cross hospitalization. Union en- 
rollment now totals more than 
10,000. The contract was writ- 
ten by Associated Hospital 
Service, the New York City 
Blue Cross plan. 

The hospitalization insurance 
gift came as part of the union 
welfare program, which is fi- 
nanced by contributions from 
employers. 











tinued, guides to hospital construc- 
tion were published and vital sta- 
tistics were furnished to the states 
for purposes of comparison. 


Task Force: The efforts were re- 
warding. The Voorhees task force 
of the Hoover commission recently 
praised the economy and efficiency 
of Hill-Burton construction. The 
task force also recommended con- 
tinuation and expansion of this 
program. The primary reason given 
for this is that Hill-Burton projects 
are reaching out to the rural areas 
where the greatest need for hospi- 
tal facilities existed. No program 
had been successful in doing this 
before. 

With detailed reports of hospi- 
tal needs for states, areas and com- 
munities and with a breakdown of 
the number of beds needed for 
various types of hospital projects, 
the Hill-Burton administration 
prepared for further planning. 
Construction legislation was being 
studied for each state so that com- 
parisons might be made. 

To the Voorhees committee, as 
well as to hospital administrators 
everywhere, this was progress. 


Approvals 


Of the 643 project applications 
approved by the end of last year, 
496 were for new general hos- 
pitals for additions, alterations or 
replacements in existing general 
hospital facilities. The remaining 
applications were divided as fol- 
lows: 29 for mental hospitals; 18 
for tuberculosis; 11 for chronic dis- 
ease; 82 for health centers; three 
for nurses’ homes, and another four 
for health department laboratories. 

Four-fifths or 355 of the general 
hospital applications were for new 
facilities. A distribution of these 
new facilities by size of hospital 
shows 205 with less than 50 beds, 
and 98 with 50 to 100 beds or more. 
In addition, there were seven new 
projects for which funds for equip- 
ment only would be provided. The 
number of beds in these projects 
has not yet been reported to the 
Public Health Service. 

With southern communities well 
in the lead with construction plans, 
two out of every three new gen- 
eral hospital projects are located 
in towns of less than 5,000 popula- 
tion. A more detailed breakdown 
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by community size shows: 146 new 
general hospitals in towns of less 
than 2,500 persons; 94 in commu- 
nities of 2,500 to 4,999; 57 in com- 
munities of 5,000 to 9,999; 38 in 
communities of 10,000 to 24,999; 
four in a city of 25,000 to 49,999; 
and 16 in cities of 50,000 or more 
persons. 

Of the 496 general hospital proj- 
ects, 305 were in rural areas, 143 
projects in intermediate and 48 in 
base areas. 


Cancer Unit 


Early this year Columbia Uni- 
versity will start construction of 
its $2,000,000 cancer research unit 
at the Columbia - Presbyterian 
Medical Center. The unit, consist- 
ing of three floors of new labora- 
tories, will be built atop the pres- 
ent Vanderbilt Clinic. 

Dr. Willard C. Rappleye, dean of 
the university’s faculty of medi- 
cine, announced that the National 
Advisory Cancer Council will pro- 
vide $1,000,000 toward building 
costs. Columbia will contribute 
$1,000,000 for the laboratories, 
which are expected to be com- 
pleted in 1950. 


Smaller Hospitals 


It has been proposed in New 
York that new mental hospitals be 
limited to 3,000 patients. This rec- 
ommendation came from the New 
York Council of Mental Health Or- 
ganizations and was submitted to 
the state legislature. 

The council further reeommend- 
ed that plans to expand mental 
hospitals already beyond the 3,000- 
patient capacity be abandoned. The 
trend now is in favor of smaller 
hospitals near large population 
centers. Smaller units are found to 
be more easily administered and to 
be more efficient. 


Building Plans 


Land to be used-as a site for a 
new hospital has been purchased 
by Lankenau Hospital, Philadef- 
phia. A complete health center, a 
nurses’ home, doctors’ office build- 
ing, power plant and other neces- 
sary buildings connected with a 
hospital are planned. 

The capacity of the new hospital 
will be about 300 beds. D. E. Gay 
is director of Lankenau. 


Project Applications 


Following is a list of project con- 
struction applications approved by 
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Ciustle SAFELIGHT 


Has no equal in... 
EXPLOSION-PROOF SAFETY 
FINGER-TIP ADJUSTABILITY 


Surgeons and operating room per- 
sonnel who have used the new Castle 
SAFELIGHTS agree that these are the 
first surgical spotlights to really combine 
explosion-proof safety with superior 
illumination and easy maneuverability. 


The new reflector design creates light 
with better optical characteristics for 
surgery than any previous spotlight has 
offered. Deeper penetration and better 
shadow reduction is achieved with soft, 
cool, color-corrected light. 


Adjustment is so simple that any 
nurse can instantaneously point the 
light wherever the surgeon wants it. 
Adjusting handle can be easily detached 
and autoclaved, permitting sterile per- 
sonnel to position the lamp. 


The SAFELIGHT explosion-proof 
lamphead is available on four different 
types of mountings. For full details and 
prices, see your Castle dealer or send 
attached coupon for SAFELIGHT 
Bulletin. Wilmot Castle Company, 
1276 University Ave., Rochester 7, N.Y. 


NAME 














Gentlemen: Please send Safelight Bulletin. No obligation. 





HOSPITAL ADDRESS 
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Cstle LIGHTS and STERILIZER 
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the Public Health Service under 
the Hill-Burton Act. The list is di- 
vided by states and carries the 
following information in order: 
Name of institution, city, type of 
facility to be built, number of beds, 
type of ownership, estimated total 
cost and estimated federal share. 
This is a continuation of the list 
which appeared on page 122 of 
HOsPITALS for January. 


ALABAMA 
Druid City Hospital, Tuscaloosa; gen- 
eral; 200; public; $2,794,581; $324,360 (1948); 
$300,000 (1949); $300,000 (1950) (split 
project). 


ARIZONA 


Pinal General Hospital, 
eral; 14; public; $45,000; 
budget iP 


Florence; gen- 
$15,000 (1948 


ARKANSAS 


State Tubercuiosis Hospital, Little Rock: 
tuberculosis; 100; public; $628,980; $209,- 
660 (1948 budget). 


CALIFORNIA 


San Gorgonio Pass Memorial Hospital, 
Banning; general; 37; public; $611,000: 
$190,333 (1949 budget). 


COLORADO 


St. Mary’s Hospital, Grand Junction; 
general; 132; nonprofit; $2,100,683; $470,- 


000 (1948 budget) (split project). 
Washington County Public Hospital, 
Akron; general and Dublic health center; 
20; public; $199,670; $66,223 (1949 budget). 
Fort Morgan Community Hospital; gen 
eral; 50; nonprofit; $488,000; $161,666 (1949 
budget). 
DELAWARE 


Kent General Hospital, Dover; general; 
40; nonprofit; $607,061; $100,000 (1948 
budget); $52,353 (1949); $50,000 (1950) 
(split project). 

FLORIDA 


—— River Memorial Hospital, Vero 
each; general; 36; nonprofit; $473,760; 
$149, 920 (1949 budget). 

Southeast Florida Sanatarium, Lantana; 
tiiberculosis; 400; public; $3,659,683; $200,- 
000 (1949 budget); $400,000 (1950); $619,- 
894 (1951) (split project). : 

South Florida Children’s Hospital, 
Miami; chronic; 80; nonprofit; $759,600; 
$191,806 (1949 budget); $61,393 (1950) (split 


project). 
GEORGIA 


Augusta Aidmore Hospital; chronic; 50; 
nonprofit; $353,600; $121,200 (1949 budget). 

Howell Mill Public Health Center; pub- 
lic health center; public; $44,620; $14,873 
(1949 budget). 

Fairburn Public Health Center; 
health center; public; $44,320; 
(1949 budget). 

Collins Public Health Center; public 
health center; public; $42,620; $14,206 (1949 
budget). 

Buckhead Public Health Center; public 
health center; public; $42,620; $14,206 (1949 
budget). 

Red Oak Public Health Center; public 
health center; public; $42,620; $14,206 (1949 
budget). 

Rockdale Public Health Center; public 
health center; public; $40,120; $13,373 (1943 
budget). 

Perkerson Public Health Center; 


ublic 
14,773 


public 


health center; public; $42,620; $14,206 (1949 


budget) 
ILLINOIS 

Anna City Hospital; general & outpa- 
tient department; 50; public; $1,206,164; 
$166,158 (split project) (1949 share). 

Lawrence County Hospital, Lawrence- 
ville; general & public health department; 
50; public; $965,565; $118,223 (1949 budget). 


IOWA 

West Union Memorial Hospital; general; 
40; public; $224,500; $74,250 (1948 budget). 

Buena Vista County Hospital, Storm 
Lake; general and laboratory; 50; public; 
$528,000; $170,666 (1948 budget). 

Iowa Methodist Hospital, Des Moines; 
general; 22; nonprofit; $1,175,000; $86, 553 
(1949 budget). 

KENTUCKY 


Jennie Stuart Memorial Hospital, Hop- 
kinsville; general; 22; nonprofit; $195,980; 
$62,660 (1949 budget). 

William Booth Memorial Hospital, con: 
vington; general; 35; nonprofit; $295,000 
$98,333 (1949 budget). 

Harrison Memorial Hospital, Cynthiana; 
general; 27; nonprofit; $210,000; $70,260 
(1949 budget). 

MAINE 


Augusta General Hospital; general; 48; 
nonprofit; $332,482; $110,824 (1948 —: 
hronic Disease Hospital, Bang 
chronic; 31; public; $172, 460: $42,925 (948 
budget). 
Mercy Hospital, Portland; general; 82; 
nonprofit; $1,113,579; $246,548 (1949 budget) ; 

$124,644 (1950) (split project). 


MINNESOTA 


St. John’s Hospital, Red Lake Falls; 
general; 20; nonprofit; $380,150; $125, 883 
(1948 budget). 

MISSISSIPPI 


Montfort Jones Memorial Hospital, Kos- 








“Why Do People Insist On Making Things Difficult?” 


. putting on seals 
. and measuring lengths and lengths of strings for Baby Identification Necklaces and 
Bracelets. 


Oh, | have a legitimate gripe. | sit for hours stringing beads. . 


My eyes are strained. I’m tired of chasing after rolling beads. Annoyed at having to 
hunt through a dozen boxes stocked with Baby Beads and accessories. 


And actually, it’s all so senseless. Now that it’s possible to purchase Propper’s ‘’Pre- 
Strung’ Necklace and Bracelet, this assembling labor . . . physical strain . . . loss of 
time . . . and the necessity for large accessory inventories, are merely examples of doing 
things the hard way. 

The amazing part about the Propper ‘’Pre-Strung’’ Necklace and Bracelet is they are 
actually cheaper than the combined costs of 
the component parts. Cheaper before con- 
sidering all the savings in time, labor and 
storage. 


Can you blame me if | ask why people 
insist on making things difficult? 


At last this place has ‘’Smartened Up.’’ Now the Baby Indentification Neck- 
laces and Bracelets come from Propper already assembled. All | have to do is 
add the lettered beads and the necklace or bracelet is complete. 


Goodbye to stringing beads . . . to assembling parts . . . to chasing after the 


beads . . . to delving through mountains of stock. 


Propper makes it all so simple... it’s hard to believe that we’re paying less 
for the Pre-Strung Neckiaces and Bracelets than we were paying for the com- 
ponent parts. HARD TO BELIEVE . . . BUT TRUE. 


Order the Propper “Pre-Strung” Baby Indentification Neck- 
laces and Bracelets today, and 


SAVE Time 
Labor 
Cost 
Inventories 


PROPPER MFG. CO., INC., L. I. C. 1, N. Y. 
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MODEL “M-12” 


The Finest HOSPIT AL-STYLED 


WASTE RECEIVER 


Ever Designed 


Never have we introduced a line that has met with so 
much enthusiasm as the beautifully streamlined, new 
Model “M” line of professional Sanettes, in 3 popular 
sizes. Hospitals and medical offices 
tell us that the styling is superb 
and the carefully planned range 
of sizes gives them improved waste 
disposal facilities for every depart- 
ment. 

For details of Model “M”’s fine 
quality, easy op- 
eration, selection 
of hand-rubbed 

! finishes and pop- 
ular prices, see 
your dealer. . 
or send for folder 
$-327. 

OPEN TOP MODEL 
For dental offices 
and disposal of 
soiled linen, tow- 
= els, bandages 
and used paper 
cups. No inner M-16 
pail. Provided With hot-dipped 
Height 26"; with Sanette galvanized pail. 


— Waxed Bag Li- os gel 
ners. a 


MASTER METAL PRODUCTS, INC. 
271 Chicago St. Buffalo 4, N. Y. 
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Easy to Handle, 
Dependable 


EXPLOSION - 
PROOGE: 


sUMtop 


NO. 927 


SUCTION AND 
ETHER UNIT 








@ Suction you can regulate—up to 25" of mercury. 
@ Sufficient pressure for vaporizing ether. 


@ Large 134 pint ether bottle does not require 
hazardous warmer or heater. 


@ All-steel cabinet in baked enamel with stainless 
steel top. 


@ Switch and motor approved by Underwriters 
Laboratories. 


@ Quiet! Motor "floats" on rubber! 


@ Heavy duty motor and double pump for long 
service. 


Ask Your Dealer, Or Write 
GOMCO 
SURGICAL MANUFACTURING CORP. 
820H East Ferry Street, Buffalo, N. Y. 


"A new catalog has just been printed. 
It is ‘yours for the asking."* 


GUMUC touipment 
Fostering Improved “Jechutes 











ee. coneral; 12; public; $29,000; $9,580 
(1949 budget). 

Alcorn County Health Center cone: 
public health center; public; $89,432; 
811 (1949 budget). 


MONTANA 

Toole County Hospital, Shelby; general; 
20; public; $256,390; $75,460 (1948 budget). 

McCone County Hospital, Circle; general; 
10; public; $143,754; $47,918 (1948 budget). 

Teton Memorial Hospital, Choteau; gen- 
eral; 22; nonprofit; $212,000; $70,000 (1949 
budget). 

Phillips County Hospital, Malta: general, 
pe nonprofit; $259,821; $86,607 (1949 budg- 
et). » 


NEW JERSEY 
Fitkin Memorial Hospital, Neptune; gen- 
eral; 100; nonprofit; $1,173,756; $153,739 
(1948 budget); $46,260 (1949); $173,277 
(1950) (split project). 
Salem County Memorial Hospital; gen- 
eral; 94; nonprofit; $1,144,476; $200,000 
(1949 budget); $171,633 (1950) (split 
project). 

NEW MEXICO 
Gerald Champion Memorial Hospital, 


Alamogordo; general; 26; public; $238,640; 

$3,333 (1949 budget) (split project). 
Tucumcari General Hospital; general; 

31; public; $49,000; $15,000 (1949 budget). 


NEW YORK 

Clifton-Fine General Hospital, Star 
Lake; general and public health center; 
30; public; $280,050; $93,000 (1948 budget). 

Aurelia Osborn Fox Memorial Hospital, 
Oneonta; general; $56,019; $18,673 (1948 
budget). 

Wyckoff Heights Hospital, Brooklyn; 
general; 104; nonprofit; $1,501,000; $500,333 
(1948 budget). 

Jamaica Hospital; general; 36; nonprofit; 
$700,000; $233,333 (1949 budget). 

Dansville Memorial Hospital; general; 
Ae nonprofit; $560,326; $182, 666 (1949 budg- 
et 

OHIO 
Geneva Memorial Hospital; general; 
24; nonprofit; $348,000; $116,000 (1949 budg- 
et). 


OKLAHOMA 
Fairfax Municipal Hospital; general; 23; 
public; $173,620; $3,695 (1949 budget) (split 
project) 





B-D NEEDLES 


assure these 
ADVANTAGES 


7 vnique METHOD of sharpening and 
bevelling, plus rigid inspection, assure 
unvarying uniformity of B-D needle 
points . . . an exclusive process of 
joining hub and cannula provides 
needles of consistently true bore, 
from point to hub ... with every 
hub micrometer-gauged to in- 
sure perfect fit. Fecensive and continuous research has 
provided the optimal compromise between 
stiffness and flexibility in hypodermic needles 
. hyperchrome stainless steel . . . stiff enough 
to hold a keen, durable point, flexible enough 
to provide maximum resistance to breakage from 
bending ... and never a leaky joint. 
Basic DESIGN of B-D Needle point provides 
extra lateral cutting edges to insure relatively 
painless penetration. Solid, sturdy construction 
protects against “’fish-hooks’’ and burrs, while the 
velvet-smooth finish of the cannula contributes further 
to the utmost in patient comfort. 


Write Dept. 32-B for illustrated 
B-D Needle Standardization Chart. B-D PRODUCTS 
ollade for thes) 

Profésscn 
Becton, Dickinson & Co., RUTHERFORD, N. 3. 
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Community. Hospital, Kingfisher; 
eral; 20; nonprofit; $175,112; $5,698 Fisas 
budget) (split project). 


OREGON 
Eastern Oregon State Hospital, Pendle- 
ton; mental; 114; public; $45,000; $15,000 
(1949 budget). 


PENNSYLVANIA 
Ohio Valley General Hospital, McKees 
Rocks; general; 125; nonprofit;- $1,082,913; 
$13, 278 (1948 budget). 


SOUTH CAROLINA 


Aiken County Hospital; general; 50: 
public; $525,000; $175,000 (1949 budget). 


SOUTH DAKOTA 
Faulk County Hospital, Faulkton; gen- 
eral; 25; public; $225,000; $75,000 (1949 Son. 
yt 
7 regory Hospital; general; 24; nonprofit; 
$210. 000; $70,000 (1949 budget). 


TENNESSEE 
East Tennessee Tuberculosis ee. 
Knoxville; tuberculosis; 180; pu $3,- 
oe $377,491 (1949 budget); $377, 491 
>. 


TEXAS 
Rusk Memorial Hospital; general: 31; 
public; $221,300; $69,850 (1948 budget). 
Terrell State Hospital; mental; 550; pub- 
lic; $2,000,000; $500,000 (1949 budget). 


VIRGINIA 
Greenville County Public Health Cen- 
ter, Emporia; public health center; public; 
$32,300; $10,683 (1949 budget). 


WASHINGTON 
Community Memorial Hospital, Enum- 
claw; general; 20; nonprofit; $197,509; $20,- 
000 (1948 budget). 
Sedro Woolley Memorial Hospital; gen- 
eral; 6; nonprofit; $21,000; $7,000 (1948 
budget). 








2Quatity-Proven 
HODGMAN 
SHEETINGS 


ARE STANDARD AMONG 
LEADING HOSPITALS 


Meets all requirements of American 
Hospital Association. 


Ask your soot house or send for 
pol swatches of regular and light- 
weights. 


HODGMAN RUBBER CO. 


FRAMINGHAM, MASS. 
Offices in New York, Chicago and 


San Francisco 
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CMERTEX| 
Sold through ; 


ethical supply houses 
only 


A catalog of HERTEX) glassware will be sent to you upon request. 
Kindly state your supply house name. : 


i ee 


Surgical @ Laboratory e@ Scientific Apparatus @ General Supplies 








MERCER GLASS WORKS, INC., 725 Broadway, New York 3, N. Y. | 











“SURGEONS GLOVES 
that REDUCE their own price” 


xe 


Finger Latex Gloves DO reduce their 

own price. The inherent strength of 
pure liquid latex plus the Wilson method 
of processing combine to create gloves 
with longer LASTING qualities. Wiltex, 
under actual tests, will withstand 50 
sterilizations while Wilco can make over 
30 trips into the autoclave. This longer 
life naturally reduces the per unit, per 
operation cost on each pair of Wilson 
Gloves. Ask your Surgical Supply Deal- 
er for them by name. 


[= a fact! Wiltex and Wilco Curved 


THE WILSON RUBBER COMPANY 


The World's Lorgest Exclusive Manufacturers of Rubber Gloves 


CANTON, OHIO 
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reasons why 


ntonware 
b - 4 BES T 


for Hospitals 


Reduces breakage costs as 
much as 90%. 


Designed for and molded of 
MELMAC* by the Boonton 
Molding Co., custom molders 
for 27 years. 


Unaffected by standard dish- 
washing methods. 


Colors that cheer . . . pastel 
blue, yellow and buff. 


Easier on the help ... one- 
third the weight of ordinary 
hospital tray and table dish- 
ware ... less “clatter.” 


Food stays appetizing longer 
. . MELMAC* tends to keep 
it hot or cold, as desired. 


*REG. U.S. PAT. OFF. 


TABLEWARE 
01 lasts and lasts ond loalt 


NATIONAL DISTRIBUTOR 
PARKER D. PERRY, INCORPORATED 
729 Boylston Street, Boston 16, Mass. 


OOOOWS 


Sold by leading 

Hospital, Hotel 

and Restaurant 
Dealers. 


Names of dealers serving your area 
supplied on request. 














CURRENT LISTING 


OF NEW MEMBERS 








INSTITUTIONAL MEMBERS 


CALIFORNIA 
Chula Vista—Chula Vista Hospital 


FLORIDA 
Fort Walton—H. C. White Clinic 
McIntosh—Strange’s Hospital 
GEORGIA 
Valdosta—Little-Griffin Hospital 


IDAHO 
Convalescent Home 


IOWA 
Monticello—John McDonald Hospital 


Boise—Elks’ 


KENTUCKY 
Providence—Cardwell’s Clinic 


LOUISIANA 


Shreveport—Physicians and Surgeons Hos- 
pital, Inc. 


MARYLAND 


Baltimore—Maryland State Department of 
Health 


MICHIGAN 


Detroit—Greater Detroit Hospital Fund 
Detroit—Michigan Memorial Hospital 


MINNESOTA 


International Falls — Memorial 
Association 


St. Paul—Summit Avenue Rest Hospital 


Hospital 


MISSISSIPPI 
Magnolia—Beacham Memorial Hospital 


MISSOURI 
Harrisonville—Memorial Hospital of Har- 
risonville 
so Joseph—Thompson-Brumm & Knepper, 


NORTH CAROLINA 
Hope Mills—The Reeves Clinic-Hospital 


NEW JERSEY 


Brown Mills—Deborah Jewish Tuberculo- 
sis Society 

Jersey City—The Salvation Army Door of 
Hope Home and Hospital 


PENNSYLVANIA 
Hazleton—St. Joseph Hospital 


SOUTH DAKOTA 


Huron — South Dakota Hospital Manage- 
ment Association 


TENNESSEE 
Greeneville—Campbell Hospital 


TEXAS 
eee County Memorial Hos- 
pita 


WYOMING 
Cody—The Cody Hospital 
Rock Springs — Memorial 
Sweetwater County 


Hospital of 


PERSONAL MEMBERS 


Antonella, Sister Mary—Admin.—George- 
ea University Hospital—Washington, 


Bancroft, J. W.—Admin.—Turberville Hos- 
pital—Century, Fla. 

Bieber, Alfred — Hosp. Admin. — Lutheran 
Hospital—Sioux City, Iowa 

Bullard, Dexter M.—Phys. in Ho .-—Chest- 
nut Lodge Sanitarium—Rockville, Md. 

Clapp, Mary Jeanne—Dir. of Nrs.—Laconia 
(N. H.) Hospital 

Coon, Ruth—Secy., Health & Hospital Divi- 
sion—Council of Social Agencies, Syra- 
cuse, N. Y. 

Dana, Harold M., M.D—Admin. Asst.— 
Hospital of University of Pennsylvania, 
Philadelphia 

Ebbitts, James F. Jr wa 
non Hospital—New York Cit 

Foster, Wayne B.—Pers. Dir ~— Starling Lov- 
ing University Hospital—Columbus, Ohio 

Garvin, R.—Accountant—Johns Hopkins 
Hospital—Baltimore 

Goriup, Othmar F.—Chief—Med. Serv. 
Corps, Office of the Surgeon General, 
Washington, D. C 

Haley, Mrs. Thelma M., R.N.—Dir. of Ad- 
min.—Melrose (Mass.) Hospital 

Hanson, F. A.—Admin.—Iowa Lutheran 
Hospital—Des Moines 

Heustis, Albert, M.D.—Dir. Hlth. Dept.— 
Community Health Center of Branch 
County, Coldwater, Mich. 

Hoag, Estelle P—Admin.—Doctors Hospital 
—Philadelphia 

Holt, Ruth—Admin. Asst.—New England 
Baptist Hospital—Boston 

Horn, Martha B., R.N.—Supt.—La Crosse 
(Wis.) Hospital 

Horton, J. Warren—Trustee & Mbr. Exec. 
Bd.—Cable Memorial Hospital—Ipswich, 
Mass. 

House, Roy C.—Grad. Student in Hosp. 
Admin.—Northwestern University—Chi- 
cago 

Howard, Robert — Bus. Mgr. — Evergreen 
Sanitarium, Durant, Okla. 

Howe, Dorothea—Med. Rec. Librarian— 
Wesson Memorial Hospital—Springfield, 
Mass. 

Howlett, Marjorie V., R.N.—Dir. of Nurses 
— Gilbert Hospital—Gloucester, 

ass. 








WE SINCERELY BELIEVE THAT — zx Gout 
E PROBLEM 


We have discussed the matter with hospital superintendents of both large and 
small institutions and they all tell us that the problem of getting ICE to the 
floor where it is readily available for patient use is a serious one. 
Some of the larger institutions make their own ice. They have the problem 
of crushing it . . . putting it in wooden tubs . . . carrying it to the various 
floors for distribution, etc. It not only involves a lot of physical labor, but in 
order to be able to use the ice it must be washed clean again before it is 
put to use. 
Others buy ice . . either crushed or in cubes. They too, have the problem 
of distributing it to the various floors as well as the problem of washing the 
ice before using it. 
The Ice-Flo unit answers ALL of these problems. It.can be placed on the floor 
where the ice is needed for distribution. It manufactures ICE CUBES continu- 
ously. It stores the ice cubes AUTOMATICALLY in a water storage compart- 
ment so that you have CLEAN ICE CUBES available when and where you 
want it. Just scoop out the cubes . . . they do not stick together. It saves 
labor of handling crushed ice cubes made under absolutely SANITARY CON- 
D:T:ONS when and where you need them 
ICE-FLO UNITS COME IN SIZES THAT PRODUCE 

1320 cubes — 135 Ibs. sufficient for approx. 20 beds 

2112 cubes — 200 Ibs. sufficient for approx. 30 beds 

3168 cubes = 300 Ibs. sufficient for approx. 40 beds 
every 24 hours. You can select the unit most suited for your particular needs. 

Ice-Flo units cost only 25¢ to 45¢ per day to operate. 


@ WRITE US FOR FULL PARTICULARS e 


or if you prefer, we'll have our representative call on you to explain in 
full detail just how you can save labor. storage and get more efficiency. 


MIMI © ¢ 


/ 


MANUFACTURED BY EXCLUSIVE HOSPITAL DISTRIBUTORS 


ICE-FLO CORPORATION HAROLD SUPPLY CORP. 


100 FIFTH AVE., NEW YORK 11, N. Y. 
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OF IDENTIFICATION 
HERE! 


Sealed on at birth, a bracelet or necklace of 
DEKNATEL “Name-on” Beads assures positive 
baby identification —eliminates risk of an embar- 
rassing baby mix-up. Virtually indestructible, un- 
affected by washing or sterilizing, these sanitary 
beads stay on until cut off when the baby leaves 
the hospital. Attractive, inexpensive, easy to work 
with, DEKNATEL “Name-on” Beads have proved 
their value through a quarter century of use in 
many leading hospitals. 


- DEKNATEL 


THE ORIGINAL “NAME-ON” BEADS 


MADE IN U.S.A. BY 
J. A. DEKNATEL & SON 
QUEENS VILLAGE 8, (L.1.), N.Y, 





DRINK 


Cm Cela 


REG. U.S. PAT. OFF, 


You trust 
its quality 
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Jones, Henry Dowell—Exec. Asst.—Massa- 
chusetts Hospital Service, Inc.—Boston 

Jones, Richard Gregg—Exec. Off.—Vet- 
erans Administration Hospital—San Fran- 
cisco 

Joy, Benjamin—Trustee—Peter Bent Brig- 
ham Hospital—Boston 

Karrer, Edwin S.— Trustee — Alexander 
Blain Hospital—Detroit 

Kaufmann, B. Lewis—Trustee—Jewish Hos- 
pital—Philadelphia 

Kelly, Mrs. Shaun — Trustee — House of 
Mercy Hospital—Pittsfield, Mass. 

Keene, Mrs. Caroline Hughes—Mbr. State 
Ba. of Health—Group Hospital Service, 
Inc.—Middletown, Del. 

King, Lawrence M.—Trustee—Cable Me- 
moria! Hospital—Ipswich, Mass. 

Knauss, Alvin C.—Admin.—St. Luke’s Hos- 
pital—Thief River Falls, Minn. 


Huffman, Edna K.—Field Rep.—American 
Association of Medical Record Librar- 
ians—-Chicago 

Hughes, John B.—Admin. Intern—Evans- 
ton (Ill.) Hospital Association 
Hume, C. A.—Asst. to Dir.—Delaware Hos- 
pital—Wilmington ‘ 

James, Gilbert S. — Trustee — Spencer 
(Iowa) Municipal Hospital 

Johanson, Perry B.—Architect—Naramore- 
Bain-Brady & Johanson—Seattle 

Johnson, Ada E., N.—Admin.—Salem 
(N. J.) County Memorial Hospital 

Johnson, Robert E.—Admin. Intern—Har- 
per Hospital—Detroit 

Johnstone, Annie, R.N.— Admin. Asst. — 
New England Baptist Hospital—Boston 

Jones, Bertram T.—Secy—Chelsea (Mass. ) 
Memorial Hospital 

Jones, Beverly V.—Bus. Mgr.—Knoxville 

(Tenn.) General Hospital 

























































No Matching Problem! 


Now physicians and their technicians can eliminate the fuss and 
bother of matching syringe barrels and plungers. 

The new Bishop Sempra® Syringe, another product of Bishop 
research, makes this possible. 4// barrels and plungers of a size 
are completely interchangeable. No identifying numbers are used 
because none are needed. 

Sempra Syringes are thrifty, too. They save both time and 
money. There is no time-consuming fishing in the sterilizer for 
matching parts. And if you break a barrel or plunger, any other 












will fit. 
additional new features, too—the indestructible ceramic markings, y 





the strong permanent metal tip, and the corrosion-resistant glass. 
All these improvements will save you time, temper and trouble. 
Ask your regular supplier for details. 







Hospital administrators, physicians and nurses will like these \ 
} 








SEMPRA" SYRINGES 
AND BISHOP “BLUE LABEL'' HYPODERMIC NEEDLES 


Kile & my: 
: dt CUifuiiiy. NINN 
ra — 
PLATINUM WORKS, MALVERN, PA. Ociaw® B 
In Canada: Johnson Matthey & Mallory, Limited, 110 Industry St., Mt. Dennis, Toronto 15 


A "PEERLESS" COMBINATION—BISHOP 















SERVICE TO SCIENCE AND 









Kowrach, Edward J. Rev.—Head, Clinic?! 
Psychology—Eastern State Hospital, Med- 
ical Lake, Wash. 

Kramer, Victor—Laundry Mgmt. Consult- 
ant—Victor Kramer Co.—New York City 

Krembs, Gerhard A.—Supt.—Door County 
Memorial Hospital—Sturgeon Bay, Wis. 


Kruger, Erwin O.— Hosp. Serv. Rep. — 
Michigan Hospital Service—Detroit 

Kunz, William L.—Supv. Accountant—St. 
John’s Hospital—Sprinegfield, Ill. 

Labella, Glenna M. — Exec. Asst. — Peter 
Bent Brigham Hospital—Boston __ 

Langlois, Leonard Arthur — Admin. & 
Treas.—Union Hospital of New Bedford 
(Mass.) Inc. 

Lavina, Sister M., R.N.—Supt.—All Souls 
Hospital—Morristown, N.J. : 

Layng, Robert D.—Bus. Mgr.—John B. Si- 
mons Hospital—Whitefish, Mont. 

Lee, William F.—Hosp. Registrar—Vet- 
erans Administration Hospital — West 
Roxbury, Mass. ; 

Lee, William H.—Admin.—Frisbie Memorial 
Hospital—Rochester, N. H. 

Levy, Sol, M.D.—Clinical Dir.—Eastern 
State Hospital—Medical Lake, Wash. 

Lincoln, Mrs. Flynt—Bd. Mem.—Wesson 
Maternity Hospital—Springfield, Mass. 

Loreto, Sister M.—Supt.—St. Vincent Hos- 
pital—Worcester, Mass. 

Lowe, Robert H., M.D.—Asst. Med. Dir.— 
Rochester (N.Y.) General Hospital 

MacGillivray, May—Admit. Off.—Brockton 
(Mass.) Hospital 

MacLeod, W. Malcolm—Supt. — Elizabeth 
(N.J.) General Hospital & Dispensary 

Maristella, Sister, O.S.F. — Suv. — St. 
Elizabeth Hospital—Danville, Il. 

Mason, Mary Ann—Actg. Dir.—Peter Bent 
Brigham Hospital—Boston 

Mattix, Charles E.—Admin. Intern—Grace 
Hospital—Detroit 

May, Ernest N. — Trustee — Wilmington 
(Del.) General Hospital 

May, Thomas B. — Exec. Off. — Veterans 
Administration Hospital — Indianapolis, 


Ind. 

Maybee, H. V.—Manag. Dir.—Group Hos- 
pital Service—Wilmington, Del. 

McKinney, Sara—Field Instr.—American 
Association of Medical Record Librar- 
ians—Chicago 

McClintock, Harry T.—Trustee — Rahway 
(N.J.) Hospital 

McCracken, Mrs. Robert W.—Bd. of Trus- 
tees—House of Mercy Hospital—Pittsfield, 


Mass. 

McEwan, Hugh Crosbie—Asst. Reg.—Vet- 
erans Administration Hospital — West 
Roxbury, Mass. 

McGee, Mrs. Frank L.—Admtg. Off. in Chrg. 
— Auburn Hospital—Cambridge, 

ass. 

McGrath, Edward J.—Rev. Communitv En- 
rollment—Michigan Hospital Service— 
Detroit 

McIntire, Allyn B.—Trustee—Peter Bent 
Brigham Hospital—Boston 

McMullen, Irene R.—Chf. Nurse—Veterans 
Administration Hospital—Jefferson Bar- 
racks, Mo. 

Meadow, Edward, M.D.—Pres. Med. Bd.— 
Biscayne Hospital—Miami, Fla. . 

Merryfield, Helen—Supt.—Lutheran Hospi- 
tal—Sioux City, Iowa 

Messick, G. Roland—Pres. Bd. of Dir.— 
Milford (Del.) Memorial Hospital, Inc. 

Mickey, Harold C.—Supt.—Duke Hospital— 
Durham, N.C. 

Mistal, John P.—Registrar—Veterans Ad- 
ministration Center—Dayton, Ohio 

Mitchell, Ada I.-— Supt. — Jane M. Case 
Hospital—Delaware, Ohio 

Mizell, Von D., M.D.—Med. Dir.—Provi- 
dent Hospital—Fort Lauderdale, Fla. 

Molgren, Robert A.—Admin. Intern—Bron- 
son Methodist Hospital — Kalamazoo, 
Mich. 

Monahan, Jack F., Jr.—Bus. Mgr.—Brow- 
a General Hospital—Fort Lauderdale, 

a. 


Moore, Lawrence B. — Treas. — Lawrence 
Memorial Hospital of Medford—Medford, 
Mass. 

Morse, Mrs. Darwin S.—Mbr. Bd. of Trus- 
tees—House of Mercy Hospital—Pitts- 
field, Mass. ; 

Murphy, Mrs. Edith M.—Supt.—Community 
Memorial Hospital—Avyer, Mass. 

Myers, Mrs. Frederick M.—Trustee—House 
of Mercy Hospital—Pittsfield, Mass. 

Nelson, Benjamin O.—Bus. Mgr.—Dela- 
ware Hospital—Wilmington 

Nelson, Mrs, Eleanor J.—Asst. Dir.—Peter 
Bent Brigham Hospital—Boston 

Nelson, Kenneth Roy—Med. Off. in Chge.— 
U. S. Marine Hospital—Brighton, Mass. 

Nolet, Albert W. — Acctnt. — Worcester 
(Mass.) City Hospital 

Northrup, William C.—Chmn. Exec. Com.— 

Delaware Hospital—Wilmington 
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Look for the new green color 
of Pioneer Rollprufs. Easier 
sorting for you! 


Rollpruf Surgical Gloves 


Pioneer Obstetricals 


Made of finest quality latex, elbow 
length, sheer but tough. Either 
hand style so any two make a pair. 


Pioneer Quixams 


Either-hand short 
wrist examination 

love, now made of 
finest quality latex or 
neoprene. Any two are 
a pair—less cost. 


Surgical gloves are mot allalike. Brand 
specifying is the only way to get 
important advantages some offer . 

For instance, only Rollprufs have flat- 
banded cuffs, withoutannoying roll to 
roll down. Extra sheer, durable—no 
extra cost... Neoprene Rollprufs 


offer unusual comfort, sensitivity — 
protect surgeons allergic to rubber. 
For life-or-death surgery it more 
than pays you to specify Rollprufs on 
orders. Write for data and samples. 
The Pioneer Rubber Company, 749 
Tiffin Road, Willard, Ohio. 


PMU, 7 ove 


The Result of Over 30 Years of Quality Glove Making 


A WINNING COMBINATION! 
SUPERIOR QUALITY \) 


AND 


SUPERIOR SERVICE ~ 


YOUR SUPPLIER 
OF ALL LINERS 


i cael lee: 
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(STANDARD TEXTILE CO. 


628 SYCAMORE ST. 


CINCINNATI 2, OHIO 











O’Malley, Martha, M.D.—Dir. Instl. Svces. 
—Indiana State Board of Health—In- 
dianapolis 

Otto, William C.—Hosp. Serv. Rep.—Mich- 
igan Hospital Service—Detroit 

Paul, Elmer W.—Grad. Student a. Ad- 
min.—Northwestern University—Chicago 

Paulson, Arthur Bernard, Jr. — Purch. 
Agent—Brockton (Mass.) Hospital 

Payne, D. E., R.N.—Admin.—Valley Memo- 
rial Hospital—Sunnyside, Wash. 

Pentes, Harris—Asst. Regis.—Veterans Ad- 
ministration Hospital—New Orleans 

Pearce, Harold G.—Mgr., Hosp. Case Dept. 
—Michigan Hospital Service, Detroit 

Pearson, Emily, R.N.—Dir., Schl. of Nrsg.— 
Melrose (Mass.) Hospital 

Perkins, Ralph Ellsworth—Supt. Mainten- 
ance—Lowell (Mass.) General Hospital 

Perry, Charles E., Jr.—Bus. Mgr.—Peter 
Bent Brigham Hospital—Boston 

Perry, Donald P. — Treas. — Newton-Wel- 
lesley Hospttal — Newton Lower Falls, 
Mass. 

Potter, Rev. Leicester Rupert—Hosp. Chap- 
lain—Massachusetts Memorial Hospitals 
—Boston 

Pound, Grant H. — Admin. — St. Joseph 
Michigan Hospital 

Przybylski, Rev. Francis—Hosp. Chaplain— 
St. Mary’s Hospital—Wausau, Wis. 

Punches, Donald M.—Hosp. Serv. Rep.— 
Michigan Hospital Service—Detroit 

Quinn, Sadie A., R.N.—Supt.—Wing Memo- 
rial Hospital—Palmer, Mass. 

Rita, Sister M.—Supt.—Mercy Hospital— 
Denver 

Robinson, Mrs. Thomas J.—Secy. Bd. of 
Trustees — Morton Hospital — Taunton, 
Mass. 

Rogers, Owen G.—Admin. Asst. —House of 
Mercy Hospital—Pittsfield, Mass. 

Ross, Edwin F.—Student, Hosp. Admin.-—- 
Washington University—St. Louis 

Russell, Richard S.—Trustee—Peter Bent 
Brigham Hospital—Boston 

Sabine, -Donald L.—Supt. Maintenance— 
New England Deaconess Hospital—Bos- 
ton 


Scealzo, Donald F.—Asst. Purch. Agt.-— 
Grant moeeel of Ciicago 
Shands, M.D.—Med. Dir.—Al- 
ey I. duPont Tnstitute — Wilmington, 


Shaw, Benjamin F. II. — Memb. Bd. of 
Trustees & Exec. Com.—Delaware Hospi- 
tal—Wilmington 

Shea, Marjorie Lovise—Publ. Rel. Bostcn 
(Mass.) Dispensary 

Sheaffer, L. Y.—Pres.—Gardiner (Maine) 
Hospital 

Shelly, Valeria M.—Secy to Exec. Dir.— 
Nassau Hospital—Mineola, N.Y. 

Slater, Raymond W.—Exec. Asst.—Vet- 
+ Sepa Administration Hospital—Bedford,. 

ass. 

Sheeper, Ruth—Dir. School of Nrsg. & 
Nrsg. Serv.—Massachusetts General Hos- 
pital, Boston 

Smith, Mae P.—Dir. of Nrsg.—Delaware 
State Hospital—Farnhurst 

Smith, Robert Ashton — Admin. Intern — 
University Hospitals—Cleveland 

Sprague, Wesley D.—Admin. Intern—New- 
a Hospital — Newton Lower 

Falls, Mass. 

Stahlhut, Emil O.—Registrar—Veterans Ad- 
ministration Hospital—Hines, i 

Stailey, H. .. M.D. — Supt. cea 
County Hiospital—Arlington, Calif 

Staunton, Rev. John C.—Secy—Ohio Cath- 
olic Welfare Conference—Columbus 

Stell, Beryl E.—Head Dietitian—Veterans 
Administration Hospital— Fort Meade, 
S.D 


Stevens, Paul M.—Dir.—Brattleboro (Vt.) 
Memorial Hospital 

Stewart, Charles C.—Asst. 
Hospital—Trenton, 

Stone, E. W.—Vice Pres., Bd. of Dir’s.— 
Allegan (Mich.) Health Center 

Storm, Elsa E.—Dir. School of Nrsg.— 
Peter Bent Brigham Hospital—Boston 

Stout, George N.—Admin. Officer—U. S. 
Public Health Service—U. S. Marine Hos- 
pital—Savannah, Ga. 

Streiff, Eric — Trustee — Cable Memorial 
Hospital—Ipswich, Mass. 

Stuve, Edward W.—Hosp. Serv. Rep. — 
Michigan Hospital Service—Detroit 


Supt.—Mercer 





Ideal For Premature, Normal Babies 


Even lon ipples 


murse easier 


Air valves 7 prevent 
collapse. 


Soft 
shoulder 


enables baby 
to nurse 
by com- 
pression. 
as well as 
suction. 


Volume of flow regu- 
lated by adjusting cap. 


Ideal for Hospitals 


The superiority of Evenflo* Nursers 
for home feeding has long been recog- 
nized by pediatricians. 

Now these nursers are 
available in 4-oz. size for 
hospitals. Their nipple, 
bottle, cap all-in-one 
makes them perfect for /@ 
autoclaving. Why not try | 
them in your own mater- 
nity ward? Write for free 
ae? oe meme 


PYRAMID. RUBBER C0. Nipple pr yg 
Ravenna, Ohio kept sterile from 
* Patented autoclave to nursery. 





IT BREATHES AS IT FEEDS" 











Fund Raising 


Counsel 





For a quarter century our cam- 
paigns have succeeded not only 
financially, but in the excellent 
public relations we have established 
for our clients. 

Consultation without obligation 


or expense. 


a 


CHARLES A. HANEY 
x ASSOCIATES 


259 Walnut St. +» Newtonville, Mass. 





Stutzman, Vernon—Admin.. Resident—Jew- 
ish Hospital of Brooklyn 

Tarlow, Daniel S.—Hosp. Trustee—Brock- 
ton (Mass. ) Hospital 

Taylor, Howard R.—Admin. Asst.—Johns 
Hopkins Hospital—Baltimore 

ee Ruth—Supt.—Coatesville (Pa.) Hos- 
pita 

Terkelsen, Bertina—Mgr., Bus. Off —New 
England De2coness Hospital—Boston 

Tesar, Caroline—Asst. to Admin. Asst.— 
The Sheppard & Enoch Pratt Hospital— 
Towson, 

Thompson, Norman L. — Student Hosp. 
Admin. — Northwestern University — Chi-. 
cago 

Throckmorton, Julia E.—Supt.—Riverview 
Hospital—Red Bank, N. J. 

Tibbetts, Margaret Cynthia — Dir. Nrsg 
Serv. — McLean Hospital — Waverley, 
Mass. 

Towle, W. A., Jr.—Exec. Mer. & Dir. of 
Purch.—Bristol (Conn.) Hospital __ 

Tripp, Harold D.—Treas. Bd. of Dir’s.— 
Allegan (Mich.) Health Center 

Trussell, Donald G.—Trustee—Cable Me- 
morial Hospital—Ipswich, Mass. 

Turner, Paul D.—Trustee—Malden (Mass.) 
Hospital 

Urdal, Rama — Trustee — Rogers City 
(Mich.) Hospital 

Vanderwarker. R. D. — Dir. — Passavant 
Memorial Hospital—Chicago 

Varney, Charles E. — Admin. — Milford 
Luke’s Hospital—New Bedford, Mass. 

Virgine, Sister—Supt.—St. Mary’s Hospital 
—Hoboken, J. 

Voboril, William Frank—Cons. on Hosp. 
Acctng.—Hospital Council of Boston 

Vye, Tucker MacDonald — Admin. — Win- 
chester (Mass.) Hospital 

Wadden, Joseph M., M.D.—Chairman, Bd. 
of Trustees — Cambridge (Mass.) City 
Hospital 

Walter, A. C—Admin.—Julia Rackley Perry 
Memorial Hospital—Princeton, Ill. 

Wassenaar, Howard J.—Hosp. Serv. Rep.— 
Michigan Hospital Service—Detroit 

Watson, Olin Wesley—Ast. Supt. & Person- 
nel Dir.—Greenville (S.C.) General Hos- 
pital 

Wealock, Jerome—Chairman Lay Advisory 
Bd.—St. Mary’s Hospital—Saginaw, Mich. 

Webb, Louise P. Admin. Analyst—Hospital 
Consultants, Inc.— Chicago 

Weiss, Mrs. Soma — Trustee — Peter Bent 
Brigham Hospital—Bogston 

Weissman, I. O., M.D.—Asst. Dir.—Jewish 
Hospital of Brooklyn 

Welles, Donald R.— Trustee & Treas. — 
Delaware Hospital—Wilmington 
(Del.) Memorial Hospital 

Wells, Bertha A., R.N.—Dir. of Nurses— 
i Samson Community Hospital—Glas- 
gow, Ky. 

West, Mrs. W. Bradford—Mbr. Bd. of 
Trustees — House of Mercy Hospital — 
Pittsfield, Mass. 

Weth, Theodore A.—Bus. Mgr.—Wilming- 
ton (Del.) General Hospital 

Wetzel, Gertrude L. — Hosp. Admin. — 
Territorial Department of Health—Jun- 
eau, Alaska 

Wheelwright, Farley W.—Dir. Publ. Rel.— 
ee Memorial Hospitals—Bos- 
on 

White, Milton W.. M.D.—Bd. of Trustees— 
North Detroit (Mich.) General Hospital 

Widett, Harold—Pres. Bd. of Trustees— 
Allerton Hospital—Brookline, Mass. 

Williams, Edna M.—Mbr. Bd. of Trustees’ 
—Women’s Hospital—Detroit 

Wilson, Effie May—Chief Dietitian—New 
England Deaconess Hospital—Boston 

Worth, William A.—Dir.—Memorial Hos- 
pital—-Wilmington, Del. 

Wynkoop, Mrs. Janet Smith—1st Vice-Pres. 
Bd. of Trustees—Syracuse (N. Y.) Me- 
morial Hospital 








HOSPITAL PACKAGE—ARZOL 


Silver Nitrate Applicators 
Silver Nitrate 75% 
oy 50 


cS fo 
COUNCIL ON fy 
4 PHARMACY \3 
BA cutiiStay J 


~ 
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Arzol Chemical Co. 
Nyack, N. Y. 
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AND THEY ARE MARKED FOREVER 


This superior indelible ink cannot fail. .. 
it lasts as long as the cloth on which 

it is used. Works equally well with 
stencil, pen, or Applegate marker. 


Also available: Applegate XANNO 
long lasting ink which does not 
require heat, and linen 
markers to meet 
your require- 
ments. 


ESTABLISHED 
IN 1898 








DOUBLE PROTECTION 
DOUBLE VALUE! 


e0 
: 


Imagine an "Iron Lung" that can accommodate two chil- 
dren! That's the Drinker-Collins DUPLEX that many times 
can do the work of two ordinary “Iron Lungs." 

Imagine an “lron Lung" that offers all the newest features 
for the patient's care—a built-in hospital type aspirator, 
provision for intravenous therapy, a resuscitator attachment 
plus all the original features pioneered by Collins. 

Ask about the new Minnesota sloping front—the newest de- 
velopment to facilitate the care of tracheotomies. 


Literature and/or demonstration on request 
without obligation. 


oe E. [, | l, NS INCORPORATED 


Huntinglan  #tvenue. TOMO 15. Was § 











MATTRESS 


PROTECTORS 
REDUCE YOUR OVERHEAD! 


Taylor-Made’s top-quality 

Morning Glory and lower-cost 

Leader mattress protectors are ready to 

guard your mattresses 24 hours a day against 
soiling and absorption or odors. They’re a wise 
investment, too—for they save mattress wear, make 
beds more. comfortable. Easy to launder... and 
made to give years of lasting protection. 


EXACT | 
STERILIZATION 


FoR POSITIVE % 2 
era STEAM-CLOX are the only con- 
ATI trols that determine definitely, 
STEAM: .; Time, Steam, Temperature, indi- 
CLOX 5 cating the success or failure of 
— ; your sterilizing technique. You 
are know, positively, if every pack is 
. absolutely sterile. STEAM- 
P CLOX are automatic, certain. Ab- 
solutely will not react to dry heat. 


Yuilt for 
STEAM-CLOX record 


sterilization in un- -REE 


mistakable color 


changes. DEMONSTRATION 








TWO Grades to Choose From! 


Addition of the Leader line of Mattress protectors to supplement the 
Morning Glory line gives you two fine Taylor-Made protectors to 
choose from—and Taylor-Made now offers NEW REDUCED 
PRICES in quantity lots. Write today for samples, descriptive 
material and prices! 











Other Taylor-Made products for institutional use include 
mattresses, box springs, Hollywood bed sets, living 
room furniture and flame-proof Insl-Cotton insulation. 


a TAYLOR BEDDING MFG, CO. 


The World's Largest ¢ Taylor, Texas 
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SUPPLY 


STEAM-CLOX make your hospital error-proof in this 
vital department, and at a cost of only 2%c per pack. 
Write today for ample free supply for proving in your 
own autoclave. See for yourself why so many hospitals 
use STEAM-CLOX. 


ASEPTIC-THERMO INDICATOR COMPANY 
Dept. 2-97, 5000 W. Jefferson Bivd., Los Angeles 16, Calif. 


OSTEAM: CLOX 
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conditions, and third is recognition 
of the dignity of the worker. 
Recognition of the worker’s dig- 
nity includes a number of things. 
One of these is acknowledgment of 
the job he is doing. If he is a good 
worker, he wants to be proud of 
his job regardless of its nature. 
He also wants to be known as one 
who is making an important con- 


tribution to the welfare of the 
organization, even though his work 
may be menial. Last, but not least, 
he wishes to be heard. 

Each employee should be told 
to feel free to bring his grievances 
to his immediate superior or de- 
partment head. If the employee 
feels that his department head will 
not, or has not, given him a fair 
hearing, he should be able to take 
his complaint to a personnel offi- 
cer, if such a person is available; 
to the assistant administrator and, 
finally, to the administrator. 





THE WEXLER is a self-retaining retractor 
embodying two entirely new mechanical 
principles and offering these advantages: 


1. Gives 360 degree operational retraction 
area. 


. Maximum separation up to 6”, 100% 
Positive—no slipping with Wexler. 


.By means of a universal joint (see 
drawing at left below) the blades can 
be held securely at any position, angle 
or depth desired. 


.An expanding blade provides efficient 
visceral retraction to a width of six 
inches. 


.A malleable retractor a Deaver blade, 
slightly modified, or the standard slot- 
ted blades of existing self-retaining 
retractors may be used as an integral 
part of this new Weck-made instrument. 


Designed by Dr. David J. Wexler, Attending 
Surgeon, Southside Hospital, Bay Shore, N. Y. 


FREE upon request reprint of Dr. Wex- 
ler's article describing this new retractor 
in AMERICAN JOURNAL OF SURGERY. 





WEXLER SELF RETAINING 
RETRACTOR, complete with 2 
universal joints, 2 sliding de- 
tachable blades, 1 Deaver Type 
blade, and Wexler Expandable 
Blade, also 1 Wexler Flexible 
Copper Plated Blade, Weck 
Z#R-21020 $180.00. 
#21022 Wexler Octagonal 
Frame with 2 sliding blades 
$52.00 each. 


Above, Wexler Retractor in hyster- 
ectomy showing ease of exposure, 
a, uterine vessels; b, round liga- 
ments; c, ovarian vessels. 


At left, Wexler Retractor in chole- 
cystectomy showing cleanly walled- 
off field of operation. Note clearly 
defined anatomical landmarks; a, 
gallbladder; b, ligature on cystic 
duct; c, common duct. 


Drawing below shows the angula- 
tion and mobility available in the 
new Wexler Retractor by use of the 
universal joint. 


Deep retractor 
blage---— 





#21024 Wexler Universal Joint 
$40.00 each. 

7£R21026 Wexler Flexible Cop- 
per Plated Blade, $9 each. 
3£R21028 Wexler Deaver Type 
Blade, $9 each. 

#21030 Wexler Expandatle 
Blade, $30.00 each. 


Lever fo ' 
ack clamp 4 


Remember Weck instruments are ‘‘made correct — sold direct."’ 


Edward Weck & Co., Inc. 


Founded 1890 


Manufacturers Surgical Instruments 
SURGICAL INSTRUMENT REPAIRING * HOSPITAL SUPPLIES 


135 Johnson Street 


Brooklyn,I.N. Y. 





In hospitals where union con- 
tracts are in effect, the worker, of 
course, may report to his union. 
Machinery for this ordinarily is 
provided in the grievance proce- 
dure of the union contract. Cus- 
tomarily, contracts call for an 
adjustment board, on which rep- 
resentatives of the hospital and the 
union serve. The decision of the 
board is final. 

If a department head is sympa- 
thetic, fair and competent, griev- 
ances rarely need to go beyond 
him.—Dr. J. A. KATZIVE, director, 
Mount Zion Hospital, San Fran- 
cisco. 


EMPLOYEES PREFER A 
FORMAL COMMITTEE 


FOR MANY YEARS we have used 
the time-tried method of channel- 
ing all grievances to department 
heads. They in turn would settle 
the issue or pass it on to the 
administrator for his decision. All 
employees were informed that the 
front office always was open to 
them if they did not get satisfaction 
from their supervisors. It seemed 
to work satisfactorily, and we in 
administration had no complaints 
on function or usage. 

Strike rumblings started in Sep- 
tember and grew to a high pitch 
the next month. Our neighbor, 
Harper Hospital, was struck first 
and our employees voted to watch 
and await the outcome before they 
struck. All of the major Detroit 
hospitals had comparable person- 
nel policies and had worked them 
out together. 

One of the complaints brought 
to the surface by the potential 
strikers was that the hospital had 
no grievance committee. We de- 
cided, therefore, to form such a 
committee. 

We prefer to call it the Employ- 
ees’ Personnel Problems Commit- 
tee, because grievance implies 
“kicks”? only, and we wanted the 
committee to function in a greater 
capacity. The committee consists 
of one employee from each of the 
major departments. He is elected 
by his own group, never appointed 
by management. The committee 
meets monthly or can be called 
in special session at any time. 
Members either bring recom- 
mendations to management or ask 
management to meet with them 
to discuss specific problems or 
grievances. This is a proposed set- 
up, and has not functioned yet.— 
Dr. KENNETH B. BABCOCK, director, 
Grace Hospital, Detroit. 
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